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ABSTRACT

Childhood sexual abuse is a prevalent problem that has significant implications for psychological
wellness and personal health. Childhood sexual abuse is related to a variety of negative
outcomes, including the presence of shame-proneness. Consequently, shame-proneness is
significantly related to heightened feelings of shame in adult survivors of childhood sexual
abuse. One might assume that self-compassion will decrease state shame for shame-prone
survivors of sexual abuse; however, this might only be true when the total score of the SelfCompassion Scale is utilized. When the subscales are examined separately, the negative
subscales could exacerbate the presence of state shame in shame-prone survivors of childhood
sexual abuse, rather than decrease it. The intended study is a quantitative research design;
participants will be gathered through an online survey via Mechanical Turk. Psychometric
measures will include The Childhood Sexual Abuse Questionnaire, The Test of Self-Conscious
Affect, The Self-Compassion Scale, and The Experience of Shame Scale. Overall, the study
holds significant implications for counseling research and treatment implementation.
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CHAPTER ONE: INTRODUCTION
Overview

This chapter discusses various aspects in the introduction of the research study, including
the background, problem statement, purpose statement, significance of the study, and research
questions. Pertinent definitions are also described. Each aspect of the introduction highlights
significant areas of importance in the overall description of the study.
Background
Childhood sexual abuse is a historical problem that has been present in every phase of
Western culture (Covey, 2018). While prevalence rates for childhood sexual abuse have been
documented in recent decades, this was not always the case. Until more recently, childhood
sexual abuse was not consistently documented or reported. Approximately 35 years ago,
childhood sexual abuse was recognized as a serious issue throughout American society;
researchers began to investigate the effects of childhood sexual abuse, as well as how to how to
ameliorate the negative symptoms from abuse (Trickett, Noll, & Putnam, 2011).
Childhood sexual abuse is a prevalent public health problem both nationally and around
the world (Murray, Nguyen, & Cohen, 2014; Talmon & Ginzburg, 2018). While incidence rates
of childhood sexual abuse are higher for girls than for boys (Finkelhor, Shattuck, Turner, &
Hamby, 2014; Singh, Parsekar, & Nair, 2014), childhood sexual abuse is underreported for both
genders (Barnes Noll, Putnam, & Trickett, 2009; Chen et al., 2010). The outcomes of childhood
sexual abuse are consistently negative; they include a variety of mental health issues and
psychiatric disorders, including depression and anxiety, post-traumatic stress disorder (PTSD),
personality disorders, issues with relational health, and revictimization in adulthood (Fergusson,
Boden, & Horwood, 2008; Barnes et al., 2009; Tyrka, Wyche, Kelly, Price, & Carpenter, 2009;
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Cougle, Timpano, Sachs-Ericsson, Keough, & Riccardi, 2010; Münzer, Fegert, & Goldbeck,
2016; Labadie, Godbout, Vaillancourt-Morel, & Sebourin, 2017). While there is a plethora of
current information on the prevalence and negative effects of childhood sexual abuse, childhood
sexual abuse is still significantly underreported for both genders (Barnes et al., 2009; Chen et al.,
2010).
Survivors of childhood sexual abuse are often more shame-prone, and experience
heightened levels of shame (Shahar, Doron, & Szepsenwol, 2014; Alix, Cossette, Hébert, Cyr, &
Frappier, 2017). As a maladaptive factor for survivors of sexual victimization and trauma
(Weiss, 2010), shame is associated with a variety of negative mental health issues and
symptoms, including depression, PTSD, substance abuse, and anxiety (Fergus, Valentiner,
McGrath, & Jencius, 2010; Robinaugh & McNally, 2010; Kim, Thibodeau, & Jorgenson, 2011;
Holl et al., 2017). Shame is a significant factor for adult survivors of childhood sexual abuse and
can inflict damage to the psychological wellness of adult survivors (Fowke, Ross, & Ashcroft,
2012).
Problem Statement
While studies have taken different approaches to ameliorate the strong correlation
between childhood sexual abuse and shame, few studies have considered the potential
moderating capabilities of self-compassion. Self-compassion is negatively related to shame and
can decrease shame in a variety of individuals (Close, 2013; Woods & Proeve, 2014). Selfcompassion is also associated with a decrease in negative mental health symptoms, including
anxiety, depression, and PTSD (Van Dam, Sheppard, Forsyth, & Earleywine, 2011; Johnson &
O'Brien, 2013 Hiraoka et al., 2015). While self-compassion can decrease negative symptoms, it
can also increase positive psychological functioning, including emotional regulation and positive
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affect (Diedrich, Hofmann, Cuijpers, & Berking, 2016; Finlay-Jones, 2017; Mantelou &
Karakasidou, 2017). Self-compassion can decrease shame in trauma survivors and is an
important consideration for the treatment of shame-prone survivors of childhood sexual abuse
(Au et al., 2017).
Survivors of childhood sexual abuse are often highly shame-prone and can experience
heightened shame states (Shahar et al., 2014). While self-compassion can potentially mitigate
shame for survivors of childhood sexual abuse, research is divided on how to use the
psychometric measure for self-compassion; some state that the total score of the SelfCompassion Scale (SCS) is an appropriate measure of self-compassion, while others state that
the total score is inadequate (Soysa & Wilcomb, 2013; López et al., 2015). Research shows that
the total score of SCS can potentially mitigate shame (Woods & Proeve, 2014). However, an
examination of SCS subscales may show that the negative subscales – self-judgment, isolation,
and over-identification – may worsen state shame in shame-prone survivors of childhood sexual
abuse (Van Dam et al., 2011).
Most studies have focused on the positive effects of self-compassion; however, few
studies have focused on the potentially maladaptive nature of the negative SCS subscales and
their propensity to increase negative psychological symptoms. Because shame is a significant
issue for adult survivors of childhood sexual abuse (Shahar et al., 2014), further research must
investigate the influence of each SCS subscale on the relationship between childhood sexual
abuse, shame-proneness, and state shame. While self-compassion is a potentially positive factor,
further research is required on the separation of each SCS subscale. The problem is that
childhood sexual abuse is a prevalent issue and that self-compassion has been inadequately
researched in its influence on state shame for shame-prone survivors of childhood sexual abuse.
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Purpose Statement

The purpose of this study is to investigate the relationships between childhood sexual
abuse, shame-proneness, self-compassion, and state shame, as well as to investigate the
moderating capabilities of self-compassion on the relationship between shame-proneness and
state shame. While other studies have documented the relationship between childhood sexual
abuse and shame (Malmo & Laidlaw, 2010; Dorahy & Clearwater, 2012), few have studied both
trait and state shame in relation to childhood sexual abuse. Additionally, self-compassion has
been significantly understudied in relation to adult survivors of childhood sexual abuse. The
present study will examine the relationships between each of the variables and investigate how
self-compassion might influence state shame for shame-prone survivors of childhood sexual
abuse.
Significance of the Study
This study is a complement and unique contribution to the present social studies
literature. While childhood sexual abuse has been significantly researched in the past few
decades (Jones, 1986; Mullen, Martin, Anderson, Romans, & Herbison, 1994; Irish, Kobayashi,
& Delahanty, 2009), insufficient studies have been conducted on the relationship between
childhood sexual abuse, shame-proneness, and state shame. While childhood sexual abuse is
related to shame (Malmo & Laidlaw, 2010; Dorahy & Clearwater, 2012) and self-compassion
can increase psychological wellness and decrease negative psychological symptoms (Neff &
McGehee, 2010; Valdez & Lilly, 2015), the relationship between each variable has not been
investigated. Furthermore, current research lacks adequate analyzation of the SCS subscales.
This study is significant in investigating shame for adult survivors of childhood sexual abuse, as
well as analyzing how to best measure the intended constructs in self-compassion.
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Research Questions

RQ1: Is childhood sexual abuse significantly related to shame-proneness?
RQ2: Does shame-proneness lead to higher levels of state shame?
RQ3: What effect does self-compassion have on state shame for shame-prone survivors
of childhood sexual abuse?
RQ4: Is the use of the total score of SCS an accurate measure of self-compassion?
RQ5: When analyzed separately, do the SCS subscales differ in their moderating
capabilities?
RQ6: Do the negative SCS subscales exacerbate the presence of state shame for shameprone survivors of childhood sexual abuse?
RQ7: What effect do the positive subscales of SCS have on state shame for shame-prone
survivors of childhood sexual abuse?
Definitions
1. Childhood sexual abuse: Childhood sexual abuse is any sexual activity, action,
exploitation, manipulation, or perpetration on individuals under the age of 18; it can
occur through molestation, child exploitation for monetary gain, improper touching, or
exposing children to pornographic materials or images (Murray et al., 2014). Childhood
sexual abuse involves coercing or forcing children to participate in sexual activities or
actions in which they do not comprehend or cannot give proper consent (Covey, 2018).
2. Shame-proneness: Shame-proneness is the propensity to experience shame; it is how a
person naturally relates to oneself (Hasui et al., 2009).
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3. Self-compassion: According to Neff (2003), self-compassion consists of self-kindness,
rather than self-judgment, common humanity, rather than isolation, and mindfulness,
rather than over-identification.
4. State shame: State shame involves a person’s current experiences of shame (Turner,
2014).
Summary
Childhood sexual abuse is a significant problem that inflicts a variety of negative
psychological symptoms (Choi, Choi, Gim, Park, & Park, 2014). Shame is a natural by-product
of sexual victimization and abuse and is a significant factor for survivors of childhood sexual
abuse (Malmo & Laidlaw, 2010; Weiss, 2010). While self-compassion has been found as a
positive factor for psychological wellness (Neff & McGehee, 2010), it has not been thoroughly
studied in relation to shame for survivors of childhood sexual abuse; its psychometric measure
has also received insufficient analysis. The present study seeks to investigate the relationship
between each of the mentioned variables. It will provide content that complements research
literature and adds unique additions to social studies research.
CHAPTER TWO: LITERATURE REVIEW
Overview
This chapter discusses significant research findings on childhood sexual abuse, shameproneness, state shame, and self-compassion. The combination of each topic is also described.
Research gaps are addressed with support from other study findings. While fresh ideas can be
important in the development of academic knowledge, study topics must complement the current
cannon of research literature. The proposed study addresses important gaps in social studies
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research while outlining how the intended topics fit in the overall scope of research literature.
Significant findings are described below.
Related Literature
Childhood Sexual Abuse
Childhood sexual abuse is a prevalent phenomenon in the United States, as well as
around the world. Global incidence rates of childhood sexual abuse are often greater in
underdeveloped countries than in developed countries; however, it varies per country (Singh et
al., 2014). There are a variety of risk factors for childhood sexual abuse, including individual,
biological, and societal factors. Gender is one of the biggest factors worldwide; girls self-report
higher rates of childhood sexual abuse than boys (Stoltenborgh, van IJzendoorn, Euser, &
Bakermans-Kranenburg, 2011; Talmon & Ginzburg, 2018). In the United States, approximately
25% of females, and 5-10% of males are reportedly sexually abused before the age of eighteen
(Hunter, 2011; Finkelhor et al., 2014; Singh et al., 2014). Further risk factors for childhood
sexual abuse include living in poverty, having a younger mother, as well as living with parents or
other individuals with untreated mental health issues (MacMillan, Tanaka, Duku, Vaillancourt,
& Boyle, 2013). When one sibling experiences sexual abuse, other siblings are also at risk
(MacMillan et al., 2013). Childhood sexual abuse holds profound implications for counseling
treatment and implementation, as well as psychological wellness and personal health.
Childhood sexual abuse and mental health issues/psychopathology. Childhood sexual
abuse holds a significant impact on the mental health of adult survivors (Fergusson et al., 2008).
Survivors of childhood sexual abuse are more likely to develop a mental health disorder than
individuals who were not abused in childhood (Fergusson et al., 2008). Childhood abuse can
manifest in mental and behavioral issues and can cause deficits in psychological and
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psychosocial development (Odhayani, Watson, & Watson, 2013). Adult survivors of childhood
abuse are more likely to exhibit increased symptoms of psychopathology (Choi et al., 2014).
Personality disorders, anxiety, depression, and substance abuse are all significantly related to
childhood sexual abuse (Cutajar et al., 2010). Childhood sexual abuse increases the risk for
psychopathology in adulthood.
While childhood sexual abuse is a definite factor in the risk of symptomology or
psychopathology, symptom severity can be influenced by other factors, including family
relationships, gender, age at time of the abuse, and the co-occurrence of other types of
mistreatment or abuse (Maniglio, 2009; Münzer et al., 2016). Survivors of severe sexual abuse or
repeated abuse from multiple perpetrators are at higher risk for psychopathological issues
(Cutajar et al., 2010). Survivors of chronic childhood sexual abuse often experience more severe
symptoms than individuals who did not experience continual abuse (Steine et al., 2017).
Additionally, individuals who were physically wounded in childhood sexual abuse, experienced
sexual abuse from a family member, or experienced sexual abuse from multiple perpetrators
exhibit more psychological and psychopathological issues than other individuals (O'Leary,
Coohey, & Easton, 2010). While adult survivors of childhood sexual abuse often experience
symptoms of mental health disorders, other factors can influence the severity of
psychopathological issues (Bak-Klimek et al., 2013).
Depression and anxiety. While adult survivors of childhood sexual abuse can experience
a variety of mental health issues and symptoms, anxiety and depression are especially prevalent
for abuse survivors. In comparison to survivors of other types of child abuse, adult survivors of
childhood sexual abuse are at a higher risk and prevalence for depression (Münzer et al., 2016).
Adult survivors can experience increased levels of depression; issues surrounding suicidal
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ideation and action can also be common (Fergusson et al., 2008; Steine et al., 2017). Anxiety is
also incredibly common for adult survivors of childhood sexual victimization or abuse
(Fergusson et al., 2008; Játiva & Cerezo, 2014; Steine et al., 2017). Symptoms can range from
mild anxiety to the presence of a diagnosable disorder, including social anxiety disorder, panic
disorder, or generalized anxiety disorder (Cougle et al., 2010; Chou, 2012). While survivors face
a range of symptom severity and mental health diagnoses, adult survivors of childhood sexual
abuse often experience anxiety and depression (Chen et al., 2010).
Post-traumatic stress disorder (PTSD). Because sexual abuse is conceptualized as
trauma (Chu, 2011; Robinaugh & McNally, 2011), survivors of childhood sexual abuse often
experience trauma-related psychological issues, including a variety of symptoms related to
PTSD. Childhood sexual abuse is significantly related to PTSD symptoms (Badour, Resnick, &
Kilpatrick, 2015). Symptom severity can vary; individuals can experience anything from acute
stress reactions to diagnosed cases of PTSD (Fergusson, McLeod, & Horwood, 2013). However,
childhood sexual abuse is significantly related to PTSD and can lead to PTSD symptoms and
diagnoses in populations of men and women (Chen et al., 2010; Cougle et al., 2010; Chou,
2012). Even without a conscious recollection of childhood sexual abuse, survivors can
experience symptoms of PTSD (Malmo & Laidlaw, 2010). Because of the traumatic nature of
childhood sexual abuse, adult survivors often experience trauma-related symptoms, including
PTSD symptomology (Sanderson, 2013).
Personality disorders. Along with trauma-related symptoms, adult survivors of childhood
sexual abuse can develop characteristics of personality disorders. Childhood sexual abuse is
significantly related to severe symptoms in all three personality disorder clusters (Tyrka et al.,
2009). Specifically, childhood sexual abuse is significantly related to borderline personality
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disorder (BPD), paranoid personality disorder (PPD), avoidant personality disorder (AVPD), and
schizoid personality disorder (SPD) (Lobbestael, Arntz, & Bernstein, 2010). Research also
supports the causal relationship between childhood trauma and the development of BPD (Ball &
Links, 2009). Adult survivors of childhood sexual abuse are at increased risk for BPD; however,
the development of BPD might be influenced by other mental health factors, such as PTSD or
substance abuse (Widom, Czaja, & Paris, 2009). Adults with BPD display a variety of
maladaptive behaviors, including substance abuse, self-injury, dissociative episodes, and high
levels of relational discord and violence (Carlson, Egeland, & Sroufe, 2009). As survivors of
significant trauma, adult survivors of childhood sexual abuse often display the interpersonal and
behavioral characteristics of personality disorders (Ferentz, 2015).
Neurobiological issues. Childhood sexual abuse can also lead to neurobiological
dysfunction and the disruption of brain development (De Bellis, Spratt, & Hooper, 2011).
Because childhood sexual abuse often occurs at sensitive times in brain development, portions of
the brain can be especially sensitive to trauma and abuse (Anderson et al., 2008). Brain scans
show that brain development is significantly affected by childhood sexual abuse; this includes
effects on hippocampal volume, as well as the proper development of the corpus callosum and
frontal cortex (Anderson et al., 2008). Specifically, adult survivors of childhood sexual abuse
with PTSD exhibit decreased sizes in the hippocampus and amygdala volume, which can hinder
proper cognitive functioning (Weniger, Lange, Sachsse, & Irle, 2008). Significant disruptions in
brain development can lead to other issues, such as dissociative episodes, including derealization
and depersonalization, as well as trouble in memory recollection (Brown, Reyes, Brown, &
Gonzenbach, 2013; Steine et al., 2017). Childhood sexual abuse can significantly impact the
neurobiology of survivors (De Bellis et al., 2011).
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Emotional dysregulation. While neurobiological issues are common (De Bellis et al.,
2011), adult survivors of childhood sexual abuse also exhibit symptoms related to a lack of
healthy emotional regulation (Brown et al., 2013). Individuals with a history of childhood abuse
or neglect often struggle with emotional regulation, which is crucial in healthy psychological
functioning after trauma; the inability to manage and regulate emotions can lead to
psychopathology or other mental health concerns (Brown et al., 2013; Dvir, Ford, Hill, &
Frazier, 2014). Difficulty in regulating one’s emotions is a mediating factor between child abuse
and symptom severity, which means that individuals without healthy emotional regulation might
be more susceptible to other psychological issues (Choi et al., 2014). Without emotional
regulation, people are often left without adequate coping mechanisms to deal with distressing
thoughts, emotions, or life experiences (Sanderson, 2013). Survivors of childhood sexual abuse
often have trouble with emotional regulation, which can negatively influence other psychological
issues (Brown et al., 2013).
Somatic symptoms. Survivors of childhood sexual abuse can exhibit somatic symptoms
with no medical explanation apart from psychological trauma (Nelson, Baldwin, & Taylor,
2011). Even survivors without conscious memory of childhood sexual abuse can exhibit physical
or medical issues related to their traumatic past; somatic symptoms of past trauma can be
common for individuals with histories of childhood sexual abuse (Malmo & Laidlaw, 2010;
Steine et al., 2017). Common somatic issues for sexual abuse survivors include chronic pain,
gastrointestinal issues, as well as long-term pelvic pain and discomfort (Paras et al., 2009).
Maladaptive or risky behaviors. While there are various types of maladaptive or risky
behaviors, adult survivors of especially chronic and severe types of childhood sexual abuse can
display sexual impulsivity and a propensity towards risky sexual behaviors (Fergusson et al.,

DISSERTATION

12

2013; Labadie et al., 2017). Childhood sexual abuse is a significant predictive factor of risky
sexual behaviors in adulthood (Senn & Carey, 2010). Individuals who frequently engage in risky
sexual behaviors often have multiple sexual partners and can experience health-related
consequences such as sexually transmitted diseases or unplanned pregnancy (Van Roode,
Dickson, Herbison, & Paul, 2009; Fergusson et al., 2013). Individuals who are sexually abused
as children experience a disruption in healthy sexual development (Lalor & McElvaney, 2010).
This can lead to early sexual experiences with multiple partners; as a result, teenage pregnancy is
not uncommon for survivors of sexual abuse (Lalor & McElvaney, 2010). Risky sexual
behaviors can be detrimental to the physical and sexual health of abuse survivors.
Other types of maladaptive behaviors for adult survivors of childhood sexual abuse
include substance abuse and disordered eating, which are negatively related to physical, mental,
and relational health. Substance abuse can be common for survivors of childhood sexual abuse
(Fergusson et al., 2013), including alcohol abuse or dependence (Miron, Orcutt, Hannan, &
Thompson, 2014), as well as illicit drug use (Fergusson et al., 2013). Negative consequences of
substance abuse include health issues, such as kidney disease, or relational issues with family or
friends (Hart & Ksir, 2015). Maladaptive or disordered eating can also be common; survivors of
childhood sexual abuse often exhibit disordered eating and are at high risk for the development
of an eating disorder (Chen et al., 2010; Wilson, 2010; Steine et al., 2017). Disordered eating can
be accompanied by severe health risks, as well as relational and psychological issues. Overall,
adult survivors of childhood sexual abuse often participate in risky or maladaptive behaviors that
can bring a variety of physical, relational, and psychological consequences.
Childhood sexual abuse and adult revictimization. The relationship between childhood
sexual abuse and adult revictimization has been consistently documented for adult survivors;
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individuals who experience neglect or abuse in childhood are at increased risk for physical and
sexual victimization in adulthood (Widom, Czaja, & Dutton, 2008). Women survivors of
childhood sexual abuse are at an increased risk for sexual revictimization and are twice as likely
to experience sexual and physical victimization in adulthood than individuals who did not
experience childhood sexual abuse (Barnes et al., 2009). Risk factors of intimate partner violence
(IPV) for survivors of childhood sexual abuse include physical or mental disability, chronic
illness, as well as age (Daigneault, Hébert, McDuff, 2009). While men generally experience less
revictimization and IPV than women, male survivors of childhood sexual abuse still experience
adult revictimization (Daigneault et al., 2009). Unfortunately, survivors of childhood sexual
abuse can experience further abuse, sexual revictimization, or IPV.
Childhood sexual abuse and relational difficulties/attachment issues. Because of the
devastating nature of childhood sexual abuse, as well as the potential dysfunction in family
systems surrounding abuse, adult survivors of childhood sexual abuse can experience profound
difficulty in the formation and maintenance of healthy relationships; adult survivors of sexual
abuse often exhibit high levels of attachment disruption and can refrain from healthy sexual
activity or attachment to others (Labadie et al., 2017). Survivors can experience psychological
issues and attachment disruption, which can negatively impact adult relationships; adult
survivors of childhood sexual abuse often experience relational difficulties in adulthood (Játiva
& Cerezo, 2014). This is true for friendships, family relationships, as well as romantic partner
relationships. Marriage relationships can also be impacted. Regardless of the frequency or
severity of childhood sexual abuse, adult survivors can experience strain or difficulty in
significant adult relationships, including marriage (Godbout, Sabourin, & Lussier, 2008).
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Childhood sexual abuse and later healing. While adult survivors of childhood sexual
abuse can struggle with attachment issues and interpersonal wellness, they can also benefit from
the maintenance of healthy relationships that provide healing and positive support (Godbout,
Briere, Sabourin, & Lussier, 2013). The role of positive familial support is tremendously
impactful for survivors of childhood sexual abuse; those who received continual support and care
from at least one parent in childhood exhibit healthier attachment and more adaptive relational
patterns in adulthood (Godbout et al., 2013). As well, when adult survivors of childhood sexual
abuse experience support from caring friends and family, they exhibit less depression and can
more effectively heal from past abuse (Arias & Johnson, 2013; Musliner & Singer, 2014).While
unhealthy or damaging relationships can be a contributing factor to pain and traumatization,
survivors of trauma can also find solace and restoration in the presence of healthy and supportive
relationships.
When investigating significant characteristics that contribute to the healing and wellness
of adult survivors of childhood sexual abuse, Arias and Johnson (2013) found that meaningful
relationships and support from others are significant attenuating factors; additionally, empathy
and compassion towards self and others, the strength of internal resources and coping
mechanisms, the opportunity to participate in therapy, higher levels of education, and spiritual
practices and connection to a higher power are all important in the process of healing. In a
similar study, Chouliara, Karatzias, and Gullone (2013) found that self-acceptance is crucial in
the recovery of former abuses. While there are a variety of factors in healing from childhood
sexual abuse, including healthy relationships and self-compassion, healing and overall wellness
are possible for adult survivors of childhood sexual abuse.
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Childhood sexual abuse, disclosure, and changing perceptions. While the effects of
childhood sexual abuse often vary, it can be difficult to conceptualize, much less disclose, past
experiences of childhood sexual abuse. Disclosure is made more complicated as individual
perceptions of past abuse can change. Survivors can maintain personal blame for past abuse or
begin to side with the abuser; how survivors view or label past experiences of child abuse can
change over time (Goldsmith, Freyd, & DePrince, 2009). This often exacerbates the presence of
psychological distress and complicates the healing process (Goldsmith et al., 2009). Barriers to
the disclosure of childhood sexual abuse include personal factors, including self-blame and fear,
interpersonal factors, such as family system dynamics or threats of violence, as well as societal
factors, such as cultural influences on sexuality and gender norms (Collin-Vézina, De La
Sablonnière-Griffin, Palmer, & Milne, 2015).
The conceptualization and disclosure of abuse can be especially difficult for males.
However, different factors come into play, such as the type of abuse, the gender of the abuser, as
well as the cultural influences and gender stereotypes that are present in a person’s life (Gagnier
& Collin-Vézina, 2016). Males tend to wait before they disclose experiences of sexual abuse to
others (Gagnier & Collin-Vézina, 2016). While the disclosure of childhood sexual abuse is often
delayed, some men never reach the point of reporting past experiences of abuse (Hébert,
Tourigny, Cyr, McDuff, & Joly, 2009). In comparison to women, men are less likely ever to
disclose past experiences of childhood sexual abuse: individuals who delay disclosure (i.e., more
than five years after abuse) exhibit elevated levels of PTSD and psychological symptoms (Hébert
et al., 2009). Issues surrounding disclosure and a changing perception of abuse are often
common for adult survivors of childhood sexual abuse and can cause issues in overall
psychological coping (Hébert et al., 2009).
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Self-Compassion
With roots in eastern philosophy and religion, self-compassion includes self-kindness,
common humanity, and mindfulness, which protect against self-judgment, isolation, and overidentification. It has been argued that self-compassion is a healthy way of relating to oneself and
can enhance adaptive psychological functioning (Neff, 2003). Self-compassion can help
individuals with body image issues (Albertson, Neff, & Dill-Shackleford, 2014), increase
positive emotions and psychological wellness (Cheraghian, Faskhodi, Heidari, & Sharifi, 2016),
decrease negative psychological functioning, as well as decrease various psychopathological
issues, such as anxiety (Valdez & Lilly, 2015), depression (Raes, 2011), and PTSD (Hiraoka et
al., 2015). While some individuals are ambivalent or even fearful of self-compassion, research
has shown that self-compassion can help a variety of individuals, even those that seem uncertain
of its helping capabilities (Gilbert, McEwan, Matos, & Rivis, 2011; Germer & Neff, 2013).
Self-compassion and body image concerns. Self-compassion is an important factor in
the conceptualization and treatment of body image concerns because it can increase positive
body image and decrease negative body image (Wasylkiw, MacKinnon, & MacLellan, 2012).
Self-compassion can also decrease the negative aspects of body shame, body depreciation, and
negative body image (Albertson et al., 2014). Self-compassion helps people to treat themselves
with warm acceptance, which allows them to maintain a kinder and less critical view of their
bodies (Braun, Park, & Gorin, 2016). Not surprisingly, self-compassion can help to decrease
disordered eating, because it also decreases shame-filled, negative perceptions of one’s physical
condition (Ferreira, Pinto-Gouveia, & Duarte, 2013). Overall, self-compassion is influential for
body image concerns, since it can decrease body dissatisfaction and negative body image and
increase positive body image and appreciation.
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Self-compassion and psychological wellbeing. Self-compassion is strongly related to
psychological wellness, resilience, and mental health (Neff, Kirkpatrick, & Rude, 2007; Neff &
McGehee, 2010; Cheraghian et al., 2016). Because self-compassion is based on kind acceptance
of both positive and negative aspects of the self, it is a healthier measure of psychological
wellness than is self-esteem, which seeks to uphold one’s positive achievements and ignore
negative attributes or faults (Neff et al., 2007; Neff, 2011). Self-compassion can increase positive
aspects of psychological well-being and mental health.
While self-compassion is related to overall psychological wellness and mental health, it
can specifically increase emotional regulation and positive emotional states; self-compassion is
negatively related to stress and problems with emotional regulation (Finlay-Jones, Rees, & Kane,
2015), which means that individuals with higher levels of self-compassion exhibit less stress and
are able to regulate their emotions healthily. Individuals with high levels of self-compassion also
exhibit more consistently positive emotional states (Mantelou & Karakasidou, 2017). Because
self-compassion can help individuals with emotional regulation, it can be beneficial for
individuals in a variety of contexts, including those with mental health issues or disorders
(Diedrich et al., & Berking, 2016; Finlay-Jones, 2017).
While self-compassion can increase positive emotions, it is also effective in decreasing
negative thoughts and emotions; when compared to other kinds of cognitive coping, selfcompassion is more effective in mitigating negative emotions towards self (Arimitsu &
Hofmann, 2015; Valdez & Lilly, 2015). Self-kindness – or the ability to treat oneself in a caring
and empathetic manner – is especially effective in decreasing negative emotions (Arimitsu &
Hofmann, 2015; Valdez & Lilly, 2015). Self-compassion can also mitigate negative thoughts or
emotions that come through unpleasant experiences or events. Self-compassion can decrease a
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person’s negative perception of self, even in the midst of negative life experiences (Leary et al.,
2007). Overall, self-compassion can both increase positive psychological wellness and decrease
negative thoughts and emotions.
Self-compassion, psychopathology, and mental health concerns. Self-compassion is
an important consideration in the conceptualization and treatment of psychopathology and
mental health concerns because self-compassion has been found to protect against
psychopathology (Pinto-Gouveia, Duarte, Matos, & Fráguas, 2013). Overall, self-compassion
can help decrease symptoms of psychopathology and should be considered in the
conceptualization and treatment of various mental health issues and disorders (MacBeth &
Gumley, 2012). Self-compassion’s positive elements – self-kindness, common humanity, and
mindfulness – are all negatively related to psychopathology and can help to protect against
mental health issues and concerns (Muris & Petrocchi, 2016).
Self-compassion and depression. Self-compassion is negatively related to depression and
can help individuals who suffer from depression (Johnson & O'Brien, 2013; Zeller, Yuval,
Nitzan-Assayag, & Bernstein, 2014). Individuals with higher levels of self-compassion often
experience lower levels of depression (Raes, 2011). Self-compassion can also increase emotional
regulation and cognitive appraisal, which help to increase positive mental health outcomes for
individuals who suffer from depression (Diedrich et al., 2016). While depression can be
attenuated at high levels of self-compassion, the opposite is also true; individuals with less selfcompassion can experience increased levels of depression (Pinto-Gouveia et al., 2013). Lower
levels of self-compassion predict symptoms of depression and depressive episodes in individuals,
which means that self-compassion should be a significant factor in the treatment of depression
(Krieger, Berger, & Holtforth, 2016).
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Self-compassion and PSTD. Self-compassion can help alleviate trauma-related
symptoms for survivors of trauma (Zeller et al., 2014); it is also negatively related to symptoms
of PTSD (Hiraoka et al., 2015). Because self-compassion allows people to deal with suffering in
a mindful and compassionate way, it helps trauma survivors cope with healthy behaviors, rather
than through the use of maladaptive behaviors of avoidance (Thompson & Waltz, 2008). When
individuals utilize compassion in recognizing their own suffering, they are able to grow in the
process of healing from trauma (Thompson & Waltz, 2008). Self-compassion can help decrease
symptoms of PTSD avoidance; however, it can also alleviate symptoms in other cluster
categories of PTSD (Hiraoka et al., 2015). Self-compassion can help people with PTSD,
regardless of the range of symptoms that individuals present (Hiraoka et al., 2015).
Self-compassion and anxiety. Self-compassion is a significant predictor of both quality
of life as well as symptom severity for individuals with anxiety; it an important factor in the
consideration and treatment of anxiety (Van Dam et al., 2011). Self-compassion is negatively
related to difficulties in affect management and regulation, which are significant factors in the
maintenance of anxiety (Vettese, Dyer, Li, Wekerle, 2011). Additionally, when compassionate
mindfulness increases, symptoms of anxiety decrease (Valdez & Lilly, 2015). Self-compassion is
an important consideration in the treatment of specific anxiety disorders, including social anxiety
disorder (SAD) and generalized anxiety disorder (GAD); individuals with SAD or GAD have
lower levels of self-compassion (Werner et al., 2012; Hoge et al., 2013). Although anxiety
disorders are characterized by excessive worry, rumination, and anxious preoccupation, selfcompassion can help individuals to increase mindfulness and positive self-acceptance in the face
of anxious thoughts and feelings (Werner et al., 2012; Hoge et al., 2013). Self-compassion can
help to decrease anxiety and should be included in the treatment of anxiety.
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Self-compassion and self-harming behaviors. Self-compassion is a significant factor in
the treatment of self-harming behaviors and non-suicidal self-injury (NSSI) since individuals
engaged in self-harm often lack self-compassion (Gregory, Glazer, & Berenson, 2017).
Individuals with a history of self-harm have significantly lower levels of self-compassion than
individuals without a history of self-harm; thus, lower levels of self-compassion may
inadvertently contribute to self-harming behaviors (Gregory et al., 2017). The fear of selfcompassion and subsequent lower levels of self-compassion also indirectly affect behaviors
related to NSSI (Xavier, Pinto Gouveia, & Cunha, 2016). When individuals avoid selfcompassionate thoughts and behaviors, self-harm is more prevalent (Xavier et al., 2016).
Overall, it seems that lower levels of self-compassion can be detrimental for individuals with the
tendency to self-harm. However, self-compassion can also help decrease behaviors related to
NSSI because higher levels of self-compassion predict a decrease in self-harming behaviors
(Jiang et al., 2016).
Ambivalence towards self-compassion. While some individuals agree that selfcompassion is a beneficial concept, others may remain uncertain. A potential barrier in
experiencing positive outcomes from self-compassion is the maintenance of a negative or
ambivalent stance towards the idea of self-compassion. While self-compassion is generally
accepted as a positive factor in counseling and psychological circles, other individuals approach
it with ambivalence, distrust, or even skepticism; they may remain uncertain if self-compassion
can help them deal with their problems. Other individuals exhibit uncertainty, anxiety, and even
fear towards the concept of self-compassion, thinking that self-compassion might reveal their
weaknesses, rather than reinforce their strengths (Gilbert & Procter, 2006; Gilbert et al., 2011;
Germer & Neff, 2013; Boykin et al., 2018).
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Some individuals have more ambivalence towards self-compassion than others. People
high in self-criticism and anxiety, as well as individuals with insecure attachment, often struggle
with the idea of self-compassion or accepting compassion from others. Gender might also be a
factor in attitudes of ambivalence towards self-compassion. While women seem to appreciate the
nurturing and comforting aspects of self-compassion, men tend to believe that self-compassion
will expose their weaknesses rather than their strengths. While there are various factors involved
in a person’s perception of self-compassion, research supports the impactful nature of selfcompassion, even in the presence of ambivalence or distrust. Self-compassion seems to help
even ambivalent individuals; however, others might remain cold and distant to the idea of selfcompassionate kindness. Further research is needed on this topic, since most studies have
focused on the helpful nature of self-compassion, rather than addressing issues related to
individual ambivalence or negativity (Gilbert & Procter, 2006; Gilbert et al., 2011; Germer &
Neff, 2013).
Shame
Shame is a self-conscious and self-evaluative emotion that is experienced in different
cultures around the world (Sznycer et al., 2012; Czub, 2013). Shame is psychologically
maladaptive and causes a variety of harmful symptoms and mental health outcomes (Gilbert &
Irons, 2009) including PTSD and depression (Robinaugh & McNally, 2010), mental and
emotional distress, self-harming behaviors (Mahtani, Melvin, & Hasking, 2017), and anxiety
(Cȃndea & Szentagotai-Tăta, 2018a). Shame is often an outcome of victimization, devaluation,
or rejection (Tagney & Dearing, 2002) and often contributes to negative mental and emotional
states.
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While shame and guilt are often grouped together, they are practically and conceptually
different. Guilt causes people to feel bad for specific actions, while shame induces a continual
cycle of negative self-evaluation; in short, guilt causes individuals to experience negative
emotions about specific actions or behaviors, while shame causes individuals to focus on
personal imperfections and maintain repeated patterns of self-devaluation (Cirhinlioğlu &
Güvenç, 2011; Stuewig et al., 2014; Cȃndea & Szentagotai-Tăta, 2018a). Shame is often more
damaging than guilt since shame turns negative feelings inward. While personal behaviors can be
evaluated and changed, individual characteristics or personality traits often cannot.
Shame-proneness. Shame-proneness is the propensity to experience shame. It is a part of
how people naturally relate to themselves and to others; shame-proneness describes how a
person operates on a trait-level of functioning. While shame-proneness does have cultural
influences, as Eastern cultures tend to emphasize the shame and honor aspects of society whereas
Western cultures emphasize guilt and justice, shame-proneness is a natural human condition,
found in cultural and societal contexts around the world (Hasui et al., 2009; Sznycer et al., 2012).
Shame-proneness and psychopathology. Shame-proneness is a significant factor in
mental health issues and psychopathology. Individuals with high shame-proneness often exhibit
increased levels of psychological distress (Mahtani et al., 2017). As well, shame-proneness
mediates the relationship between the awareness of mental health disorders and a negative selfstigma of mental illness (Hasson-Ohayon et al., 2012). Individuals with higher levels of shameproneness are more likely to view personal mental health issues through negativity and selfdegradation (Hasson-Ohayon et al., 2012). Shame-proneness is an incredibly important
consideration in mental health issues for psychological distress (Mahtani et al., 2017), as well as
in the perspective that individuals take towards personal mental health issues (Hasson-Ohayon et
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al., 2012). Several mental health and psychopathological issues are exacerbated by the presence
of shame-proneness.
Shame-proneness and non-suicidal self-injury (NSSI). Shame-proneness is significantly
related to NSSI (VanDerhei, Rojahn, Stuewig, & McKnight, 2013). Highly shame-prone
individuals often exhibit increased levels of psychological distress, which can lead to NSSI
(Mahtani et al., 2017). Shame-proneness is related to NSSI, even over other negative emotional
responses or experiences (Wielgus, Hammond, Fox, Hudson, & Mezulis, 2018). This means that
shame-proneness is a significant issue for individuals with self-harming tendencies. Because of
its significant influence on NSSI, shame-proneness should be evaluated in individuals with selfharming tendencies and should be targeted in treatment programs for NSSI (Mahtani, Hasking,
& Melvin, 2018).
Shame-proneness and PTSD. Shame-proneness is significantly related to PTSD and is an
important factor for individuals with PTSD (Saraiya & Lopez-Castro, 2016; Cȃndea &
Szentagotai-Tăta, 2018a). Since shame is a significant contributing factor in the formation of
PTSD symptoms, shame is important in the conceptualization of PTSD; individuals with higher
levels of trauma shame exhibit higher levels of PTSD symptomology (Øktedalen, Hoffart, &
Langkaas, 2014).When shame-proneness decreases for individuals with PTSD, symptom severity
decreases as well (Øktedalen et al., 2014). Shame-proneness also predicts symptoms of complex
PTSD (Dorahy et al., 2013).
Shame-proneness and depression. Shame-proneness predicts symptoms of depression.
How a person copes with shame seems to catalyze feelings and symptoms of depression (De
Rubeis & Hollenstein, 2009). Shame-proneness is also positively related to depression and
symptoms of depression in individuals with a history of childhood neglect (Bennett, Sullivan, &
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Lewis, 2010; Cȃndea, Matu, & Szentágotai, 2014). Trait shame is positively related to depression
(De Rubeis & Hollenstein, 2009).
Shame-proneness and anxiety. Shame-proneness holds significant influence over
symptoms of anxiety and is an important consideration in the presence of various anxiety
disorders. Individuals with higher levels of shame-proneness are at increased risk for various
anxiety disorders, including social anxiety disorder (SAD) and generalized anxiety disorder
(GAD) (Fergus et al., 2010). Individuals with SAD are significantly more shame-prone than
individuals without SAD; shame for such individuals leads to greater issues in mental health
functioning (Michail & Birchwood, 2012; Hedman, Ström, Stünkel, & Mörtberg, 2013). Shameproneness is significantly related to anxiety symptoms and disorders, including state and trait
anxiety, phobic anxiety, social anxiety, symptoms of panic, GAD, and obsessive-compulsive
disorder (OCD), which was formerly categorized as an anxiety disorder (Cȃndea & SzentagotaiTăta, 2018a). Shame-proneness is a significant influencing factor for anxiety symptoms and
disorders and should be included in the treatment of anxiety.
Shame-proneness and substance abuse. Shame-prone people are more likely to
participate in substance abuse as an attempt to cope with negative emotions, such as depression
or anxiety (Treeby & Bruno, 2012). Excessive alcohol use can be common for shame-prone
individuals as they attempt to cope with the presence of negative thoughts, emotions, or
memories (Treeby & Bruno, 2012). Shame-proneness often results in risky, maladaptive
behaviors, including alcohol abuse or illicit drug use (Stuewig et al., 2014). Individuals with
higher levels of shame-proneness often utilize maladaptive behaviors to cope with negative
thoughts and emotions (Stuewig et al., 2014). This can significantly contribute to patterns of
substance abuse.
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State shame. While shame-proneness measures how individuals relate to themselves on a
regular basis, state shame involves an emotional response to a situation or environmental
stimulus; state shame is based on individual circumstances and psychological state (Corcoran &
Fischer, 2013). State shame involves moment-by-moment feelings of shame rather than the
broad propensity to experience shame (Turner, 2014). State shame is related to a variety of
negative personal and psychological outcomes, including dissociation (Dyer et al., 2017), PTSD
and depression (Robinaugh & McNally, 2010), and self-destructive behaviors (Hack & Martin,
2018).
State shame and dissociation. State shame is related to a variety of psychological issues,
ranging from clinically diagnosed disorders to other mental health problems. Clinically,
individuals with dissociative identity disorder (DID) exhibit high levels of state shame (Dyer et
al., 2017). Individuals with clinical dissociation are more shame-prone and experience more state
shame than individuals without clinical levels of dissociation (Dorahy et al., 2013). However,
state shame also occurs when individuals find themselves dissociating in the presence of a close
relational context; this signifies that state shame can also occur with non-clinical levels of
dissociation (McKeogh, Dorahy, & Yogeeswaran, 2018).
State shame, PTSD and depression. State shame is also related to PTSD and predicts
symptoms of complex PTSD (Robinaugh & McNally, 2010; Dorahy et al., 2013). State shame is
significantly related to self-critical individuals with PTSD (Harman & Lee, 2009). State shame
can also predict symptoms of depression, both in younger adults with experiences of shame, as
well as in infertile women (Robinaugh & McNally, 2010; Galhardo, Pinto-Gouveia, Cunha, &
Matos, 2011). State shame is commonly experienced in individuals with PTSD, as well as in
people with depression.
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State shame and self-destructive behaviors. Higher levels of state shame tend to
exacerbate the presence of self-destructive behaviors, including disordered eating and self-injury.
State shame exacerbates disordered eating and is a significant contributor to the sustainment of
disordered eating (Kelly, Carter, & Borairi, 2013). Individuals who engage in NSSI have higher
levels of state shame than individuals who do not participate in self-injury; self-injurers have
higher levels of overall state shame, bodily state shame, as well as character state shame (Hack &
Martin, 2018). State shame exacerbates the presence of self-destructive behaviors, including
disordered eating and self-injury.
Self-Compassion and Shame
Self-compassion and shame are inversely related. Shame is a powerful self-conscious
emotion; shame-prone individuals who experience a shame-inducing event will often maintain
state shame for longer than individuals who are not shame-prone (Johnson & O'Brien, 2013).
However, self-compassion can help to break this cycle, as it can decrease both shame-proneness
and current experiences of shame; self-compassion encourages self-accepting kindness, rather
than shame-filled self-evaluation (Johnson & O'Brien, 2013). Where there is self-accepting
kindness, negative evaluation and self-judgment are softened; individuals with high levels of
self-compassion exhibit lower levels of shame (Close, 2013; Woods & Proeve, 2014). Selfcompassion can significantly reduce trait shame and can help to decrease state shame in shameprone individuals (Johnson & O'Brien, 2013). Because of its mindful and self-accepting
perspective, self-compassion can also help individuals to reframe situations that would normally
induce shame states (Cȃndea & Szentágotai-Tătar, 2018b); this is incredibly helpful for shameprone individuals. Because of their inverse relationship, self-compassion and shame hold
interesting effects on mental health and psychopathology.
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Shame, self-compassion, and PTSD. Shame is a natural symptom of trauma (Karris &
Caldwell, 2015). Since PTSD is directly related to trauma, and shame is significantly related to
PTSD, individuals with PSTD exhibit higher levels of shame (Robinaugh & McNally, 2010;
Saraiya & Lopez-Castro, 2016). While shame-prone individuals can experience healing through
self-compassion (Karris & Caldwell, 2015), shame memories from experiences of trauma hold
an inverse relationship to self-compassion (Castilho, Carvalho, Marques, & Pinto-Gouveia,
2017). This means that the higher a person’s level of traumatic shame, the less self-compassion
they will have. However, self-compassion can decrease trauma-related shame and PTSD
symptoms in trauma survivors; this provides a promising development in the interlocking
relationship between shame and PSTD (Au et al., 2017). As a self-soothing agent, selfcompassion can help to alleviate shame from traumatic experiences (Au et al., 2017).
Shame, self-compassion, and hypersexuality. Shame is significantly related to
hypersexuality (Reid, Temko, Moghaddam, & Fong, 2014). This can be harmful since shamefilled hypersexual individuals are more likely to maintain negative, self-critical thoughts and
coping strategies than hypersexual individuals without high levels of shame. However, selfcompassion acts as a mediator in the relationship between shame and hypersexuality and can
decrease shame in hypersexual individuals (Reid, Harper, & Anderson, 2009; Reid et al., 2014).
Self-compassion can help individuals with hypersexuality because it decreases self-critical,
negative thoughts and feelings and promotes a kinder, more mindful view of one's suffering and
shortcomings. Because it can help to alleviate shame in individuals with hypersexuality, selfcompassion is an important factor in the treatment and consideration of shame in hypersexual
individuals (Reid et al., 2014).
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Shame, self-compassion, and depression. While shame and depression are significantly
related (Kim et al., 2011), self-compassion can help to reduce both shame and depression
(Gilbert & Procter, 2006). Interestingly, shame is a mediator in the negative relationship between
self-compassion and depression, which means that individuals with high levels of shame will
exhibit higher levels of depression, even if self-compassion is present. However, self-compassion
can help to decrease both shame and depression in individuals with high levels of negative affect
(Johnson & O'Brien, 2013). In another study, self-compassion mediated the relationship between
shame and depression and significantly reduced symptoms of depression in individuals with high
levels of shame (Zhang et al., 2018). Self-compassion can decrease shame-proneness, state
shame, and feelings of depression (Johnson & O’Brien, 2013). This means that while shameproneness often leads to further shame and feelings of depression, self-compassion can act as a
protective and healing factor in the presence of negative affect.
Shame, self-compassion, and disordered eating. Individuals with diagnosed eating
disorders exhibit higher levels of fear of self-compassion; this, in turn, predicts higher levels of
pathological eating disorder issues (Kelly, Vimalakanthan, & Carter, 2014). Additionally, lower
levels of self-compassion in a non-clinical sample can predict disordered eating (Kelly et al.,
2014). Thus, self-compassion is an important factor in disordered eating for both clinical and
non-clinical populations (Kelly et al., 2014). When shame decreases, treatment for eating
disorders is more effective. As well, when self-compassion increases, shame decreases (Kelly et
al., 2013). This highlights the importance of including self-compassion into an effective
treatment for disordered eating.
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Childhood Sexual Abuse and Shame
Shame is commonly experienced after sexual assault, abuse, or victimization (Weiss,
2010). Survivors of childhood sexual abuse often experience increased levels of both shameproneness and state shame; survivors often view themselves as inherently shameful and
experience a variety of negative emotions, including shame (Malmo & Laidlaw, 2010; Dorahy &
Clearwater, 2012; Fowke et al., 2012; Shahar et al., 2014). Childhood sexual abuse is
significantly related to shame, which can be detrimental to the overall functioning of the adult
survivor (Alix et al., 2017). Shame is a significant factor for survivors of childhood sexual abuse
and should be included in the treatment conceptualization of sexual abuse (Alix et al., 2017).
Childhood sexual abuse, shame, and depression. Shame-proneness is positively related
to depression and symptoms of depression in individuals with past experiences of childhood
neglect (Bennett et al., 2010). As well, shame-proneness mediates the relationship between
childhood neglect and depression (Bennett et al., 2010). Thus, the more shame-prone a survivor
of childhood mistreatment is, the more likely she will experience depression. Shame is
significantly related to depression in survivors of childhood sexual abuse (Alix et al., 2017).
Internal and external shame in adult survivors of childhood sexual abuse is significantly related
to depression (Pinto-Gouveia & Matos, 2011). Shame can exacerbate the presence of depression
in adult survivors of childhood sexual abuse.
Childhood sexual abuse, shame, and PSTD. Shame and PTSD are both significant
outcomes of childhood sexual abuse (Shahar et al., 2014; Badour et al., 2015). Shame is also
significantly related to PTSD for survivors of childhood sexual abuse (Alix et al., 2017). Both
trait and state shame are significantly related to complex PTSD for survivors of complex trauma,
such as survivors of chronic childhood sexual abuse (Dorahy et al., 2013). When shame
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decreases for adult survivors of childhood sexual abuse, symptoms pertaining to trauma, and
PTSD decrease as well. Treatment for PTSD in adult survivors of childhood sexual abuse should
include aspects focused on shame and the negative self-concept that is prevalent in survivors of
childhood sexual abuse (Ginzburg et al., 2009).
Childhood sexual abuse, shame, and destructive behaviors. Individuals with high
levels of shame can exhibit destructive behaviors such as substance abuse and disordered eating.
Shame holds a positive, direct relationship to substance abuse (Holl et al., 2017). Individuals
with histories of childhood abuse often experience high levels of shame and attempt to regulate
their emotions through substance abuse; shame is a significant factor in the continuation of
substance abuse for survivors of childhood sexual abuse (Holl et al., 2017). Shame also
exasperates the presence of disordered eating and is a major factor in the sustainment of
disordered eating (Kelly et al., 2013). Childhood sexual abuse survivors often exhibit behaviors
of disordered eating and meet the criteria for eating disorders (Caslini et al., 2016). Survivors of
childhood sexual abuse often participate in destructive behaviors, including substance abuse and
disordered eating. Substance abuse is often used to reduce negative emotion and shame, while
disordered eating is exasperated by the presence of self-critical and self-degrading thoughts and
emotions (Holl et al., 2017). While substance abuse and disordered eating fall into different
behavioral categories, they are both common for high-shame survivors of childhood sexual
abuse.
Childhood sexual abuse and sexual shame. Sexual shame is a unique and prevalent
issue for adult survivors of childhood sexual abuse. Individuals with histories of repeated sexual
abuse in childhood and adolescence exhibit higher levels of sexual shame in adulthood (Reid,
2018). Sexual shame is much higher in survivors of childhood sexual abuse than in individuals
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without a history of sexual abuse (Pulverman & Meston, 2016). Additionally, the relationship
between childhood sexual abuse and adult sexual functioning is mediated by the presence of
sexual shame (Pulverman & Meston, 2016). This highlights the significance of sexual shame for
adult survivors of childhood sexual abuse, both for emotional health, as well as in sexual
functioning.
Childhood sexual abuse and shame memories. Key moments in a person’s life that are
shameful in nature – called shame memories – are often stored as emotional recollections and
can cause internal and external shame in later life (Pinto-Gouveia & Matos, 2011). Individuals
with a history of betrayal trauma, which includes sexual abuse from a known perpetrator, can
experience increased shame and mental health issues (Edwards, Freyd, Dube, Anda, & Felitti,
2012; Platt & Freyd, 2015). Such shameful childhood memories can be traumatic in nature and
produce trauma-like symptoms; shame-filled, trauma-producing memories are linked to current
feelings of shame in adults (Matos & Pinto‐Gouveia, 2009). The concept of shame memories is
incredibly applicable to survivors of childhood sexual abuse, as memories of childhood trauma
can produce shame in adult individuals.
Childhood Sexual Abuse, Self-Compassion, and Shame
Chouliara et al. (2013) found that adult survivors of childhood sexual abuse experience
varying levels of shame, which leads to feelings of isolation. However, when survivors can
release their sense of self-blame for past abuses, shame decreases. Self-compassion can help
survivors to release negative self-perceptions and shame and can help them to experience greater
lengths of healing. Self-compassion can decrease shame and in survivors of interpersonal trauma,
including childhood sexual abuse (Badour et al., 2015).
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Additional Research and Potential Research Gaps
Combination of constructs. Numerous studies have focused on the topics of selfcompassion, state shame, shame-proneness, and childhood sexual abuse; however, very few
studies have concentrated on the combination of all four constructs. As was previously
mentioned, shame is an exceptionally important factor in the conceptualization and treatment of
adult survivors of childhood sexual abuse. As a protective factor, self-compassion can
significantly impact both state shame and shame-proneness and can decrease psychological
symptoms that are commonly experienced by survivors of childhood sexual abuse. While state
shame and shame-proneness have received attention in research, very few studies have included
both state and trait shame in the overall conceptualization of shame. Further research on the
interaction of childhood sexual abuse, self-compassion, shame-proneness, and state shame will
complement the present body of literature, as well as and provide unique contributions to social
sciences research.
SCS subscale separation. Another research gap that has been significantly unaddressed
is subscale separation for the Self-Compassion Scale (SCS). Developed by Neff (2003), SCS is a
26-item Likert-rated scale with 6 subscales. In her development of the scale, Neff (2003)
describes how the positive constructs of self-kindness, common humanity, and mindfulness
protect against the negative aspects of self-judgment, isolation, and over-identification. In theory,
the dyads are supposed to complement each other to represent a person’s overall level of selfcompassion. Neff (2015) argues that the total score of SCS is psychometrically valid and is an
accurate measure of self-compassion; she also purports that the total score is a reliable measure
to assess the constructs represented in the scale. However, other studies have shown mixed
results.
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While the total score of SCS has been found to positively influence a person’s overall
psychological wellbeing (Neff et al., 2007; Neff & McGehee, 2010; Cheraghian et al., 2016),
separation of the SCS subscales has shown different mediating and moderating capabilities. For
example, Baer, Lykins, and Peters (2012) found that self-kindness, common humanity,
mindfulness, and self-judgment separately mediated the relationship between meditation and
psychological wellness, while over-identification and isolation did not operate as mediators.
Valdez and Lilly (2015) found that self-kindness and mindfulness influenced PTSD symptoms
for survivors of violence, while common humanity held no effect. The subscales of SCS have
shown different mediating and moderating capabilities. The total score – with its intended dyadic
structure – may be inadequate for reliable measurement.
While the SCS subscales differ in their mediating and moderating capabilities, an
important question is how the negative SCS subscales impact psychological functioning. Hoffart,
Øktedalen, and Langkaas (2015) found that when the negative subscales decrease, individual
shame decreases as well. However, what if the inverse is also true? Can an increase in the
negative subscales exacerbate negative affect? Van Dam et al. (2011) found that isolation and
self-judgment are significant predictors of depression, anxiety, worry, and a lower quality of life.
Both isolation and self-judgment can exacerbate negative emotions and inflict a lower quality of
life (Van Dam et al., 2011). Muris and Petrocchi (2016) found that the negative subscales of SCS
actually increase psychopathology. Additionally, self-judgment is positively related to
depression and can be grouped with other negative emotions, including shame (Galhardo et al.,
2011). Self-judgment is also significantly related to decreased wellbeing and higher levels of
compassion fatigue (Beaumont, Durkin, Hollins Martin, & Carson, 2015). These examples
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support the hypothesis that the negative SCS subscales can increase negative psychological
symptoms and that the total score of SCS is insufficient in upholding construct validity.
Some have questioned the use of the SCS total score, stating that the dyadic structure of
the subscales is an unreliable measure of self-compassion. López et al. (2015) argue that the total
score of SCS is not justified and that the dyadic structure of the positive subscales and the
negative subscales is inconsistent in its complementing capabilities. Instead of using the SCS
total score, López et al. (2015) utilize two subscales, one positive and one negative; their twosubscale measure of SCS upholds both internal validity and construct validity. López et al.
(2015) suggest that instead of utilizing the total score of SCS with its six-subscale structure,
researchers should utilize two subscales, one for the positive aspects of self-compassion and one
for the negative.
While a two-subscale measure of SCS has been proposed, each subscale seems to hold a
unique influence on psychological functioning. In their study, Soysa and Wilcomb (2013)
focused on the effects of the negative SCS subscales. They found that of the three negative
subscales, over-identification was the only factor to predict anxiety. As well, self-judgment and
isolation were strongly related to depression, while over-identification was not. Isolation and
over-identification were significantly related to stress, while self-judgment was not. Selfjudgment was the only significant predictor of quality of life. While the negative subscales do
predict negative outcomes, subscale separation reveals that each subscale is uniquely different
(Soysa & Wilcomb, 2013). In another study, Hoffart et al. (2015) found that the negative
subscales held a stronger influence on psychological functioning than the positive subscales;
additionally, self-judgment was the only subscale to hold final statistical significance. This
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suggests that each SCS subscale offers a unique and individual perspective into overall
psychological functioning.
Arguably, not enough research has been conducted on the separation of the SCS
subscales. While the initial analysis in the presently proposed study will investigate how the total
score of SCS can moderate the relationship between shame-proneness and state shame in adult
survivors of childhood sexual abuse, subsequent analyses will examine how the subscales of SCS
differ in their moderating capabilities. The present study will assess how self-compassion might
influence the relationship between shame-proneness and state shame for survivors of childhood
sexual abuse and investigate the potentially different moderating capabilities of the SCS
subscales. This is a unique and necessary research topic, as self-compassion has been
insufficiently studied. The present study will determine whether the total score of SCS can act as
a moderator to decrease state shame in shame-prone survivors of childhood sexual abuse, as well
as investigate the individual moderating qualities of each individual SCS subscale.
Summary
Childhood sexual abuse is a significant problem that inflicts a variety of mental health
problems, including shame (Shahar et al., 2014). While shame can cause significant negative
outcomes (Gilbert & Irons, 2009), self-compassion can act as a protective agent against negative
emotions and psychological symptoms (Valdez & Lilly, 2015). While childhood sexual abuse is
related to shame (Malmo & Laidlaw, 2010), self-compassion could impact the relationship
between shame-proneness and state shame for adult survivors of childhood sexual abuse.
Significant research gaps exist in the relationship between childhood sexual abuse, shameproneness, state shame, and self-compassion. Further study is also needed in the investigation of
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SCS to measure self-compassion. The current study fits with research literature and provides
fresh insights on shame and self-compassion for adult survivors of childhood sexual abuse.
CHAPTER THREE: METHODS
Overview
This chapter provides information on the methods of the intended research study. Various
aspects are discussed, including design, research questions, hypotheses, instrumentalization,
procedures, as well as data analysis. Each part is immensely important in the layout of the study.
Design
The intended study is a quantitative research design; results will be gathered through an
online survey. Surveys are often utilized to gather information and data from a large population
of participants (Ponto, 2015). In this regard, results are more generalizable, since data is gathered
from individuals in various regions, social contexts, and ethnic backgrounds (Heppner,
Wampold, Owen, Thompson, & Wang, 2016). Surveys are empirically valid means of collecting
research data (Ponto, 2015). To adequately measure the intended study topics – including selfcompassion, state shame, and shame-proneness for adult survivors of childhood sexual abuse – a
quantitative study design is important.
In current social studies research, self-compassion has been primarily evaluated through
the Self-Compassion Scale (SCS). Since Neff's (2003) development of the measure for selfcompassion, researchers have primarily used SCS to measure self-compassion in social studies
research (MacBeth & Gumley, 2012). Self-compassion has been measured through quantitative
survey design in other studies (Beaumont et al., 2015; Beaumont, Durkin, Hollins Martin, &
Carson, 2016). In the present study, shame proneness will be assessed via the Test of SelfConscious Affect (TOSCA-3) by Tangney, Dearing, Wagner, & Gramzow (2000). It is a self-
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report measure that can be used through online survey (Rüsch et al., 2007). State shame will be
measured by the Experience of Shame Scale (ESS) by Andrews, Qian, and Valentine (2002),
which can also be measured via online survey (Rüsch et al., 2007).
Independent and Dependent Variables
This study will utilize a mediated moderation model, which is comprised of an
independent variable (x), a mediating variable (m1), a dependent variable (y), and a moderating
variable (w) (Hayes, 2018). Childhood sexual abuse will act as the independent variable, shameproneness will act as the mediating variable, state shame will act as the dependent variable, and
self-compassions will act as the moderator.
In the study, independent, dependent, mediating, and moderating variables will be
examined for statistical significance. However, other factors will be controlled to ensure that
alternative explanations are ruled out of test results (Warner, 2013). To avoid confounds, three
covariate variables will be utilized.
Covariate Variables
Attachment as a covariate. Attachment is the primary means by which children learn;
when children interact with primary attachment figures, they learn to relate to others and acquire
skills of emotional regulation and self-soothing (Bornstein, 2015). Attachment is also crucial in
how adults relate to themselves and others. Adult attachment is a significant factor in the
presence of negative or overwhelming emotional states, including the presence of anxiety
(Ditzen et al., 2008; Cronin, Pepping, & O’Donovan, 2018). While shame is experienced for a
variety of reasons, shame-proneness often develops because of childhood experiences in primary
attachment relationships (Gilbert & Irons, 2009). Akbag and Imamoglu (2010) found that
attachment is a significant predictor of shame. Secure, insecure, and dismissing attachment styles
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are all significantly related to shame (Chen, Hewitt, & Flett, 2015). Both clinical and non-clinical
individuals with insecure attachment exhibit higher levels of shame (Muris et al., 2013). While
attachment is a foundational means of relating to self and others, it also an important piece in
consideration of shame-proneness.
While attachment disruption is related to shame, attachment is also significantly affected
by childhood trauma; survivors of childhood trauma exhibit various kinds of attachment
disruption (Carpenter & Chung, 2011). Specifically, childhood sexual abuse is related to insecure
attachment patterns, including disorganized attachment (Cook et al., 2005). Primary attachment
figures for survivors of childhood abuse can either perpetuate or fail to protect against abuse.
Childhood sexual abuse often is accompanied by attachment disruption, which holds a profound
influence on future relationships and relational attachment (Godbout et al., 2008). Adult
survivors of severe sexual abuse often exhibit high levels of anxious or avoidant attachment
(Labadie et al., 2017). This can exacerbate the presence of shame.
In the present study, attachment will be controlled as a covariate because it is
significantly influential in the emotional health of adult survivors of childhood sexual abuse. To
adequately examine trait and state shame for adult survivors of childhood sexual abuse,
attachment must be treated as a covariate. Additionally, attachment is a potential confound in the
relationship between childhood sexual abuse and shame-proneness. In the study, attachment will
be measured by the ECR-RS questionnaire, which has been validated as a reliable measure of
adult attachment (Fraley et al., 2011; Rocha et al., 2017).
Neuroticism as a covariate. While attachment is a noteworthy consideration,
neuroticism is also a potential confound in the present study. As a disruptive psychological
factor, neuroticism is a significant issue in the presence of negative emotions. Research has long
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supported the notion that neuroticism is associated with negative affective states and that
individuals high in neuroticism experience heightened levels of negative emotions when a
negative mood-inducing event is experienced (Larsen & Ketelaar, 1989; Larsen & Ketelaar,
1991; Wang, Shi, & Li, 2009). Neuroticism is a significant factor in the presence of mental
health disorders such as anxiety and mood disorders and is an important consideration for
negative internalization (Griffith, 2009).
Of specific interest in the present study, neuroticism is significantly related to shame
(Reid, Stein, & Carpenter, 2011; Muris, Meesters, & van Asseldonk, 2017). As negative
psychological factors, neuroticism and shame both induce negative emotions and are catalysts
for negative affect (Wang et al., 2009; Czub, 2013; Muris et al., 2017). In their study on shame
and anxiety disorders, Muris et al. (2017) treated neuroticism as a covariate since shame and
neuroticism inflict similar types of negative emotions. Neuroticism is an important covariate in
the present study because of its connection to negative internalization and shame (Griffith, 2009;
Muris et al., 2017). Another thing to note is that survivors of child abuse often develop
heightened levels of neuroticism, as childhood abuse is significantly related to neuroticism
(Boillat et al., 2017; Ono et al., 2017). Because of the potential connection, neuroticism may be a
confound in the relationship between childhood sexual abuse and shame-proneness in the study.
Neuroticism is also related to attachment disruption (Fraley et al., 2011), which is linked to
higher levels of shame (Chen et al., 2015). This is a potential issue in all aspects of the study.
Because of its connection to study variables, neuroticism will be used as a covariate in
the study. For measurement, neuroticism will be assessed through the Mini-IPIP, which has
shown excellent validity in research (Topolewska-Siedzik, Skimina, Strus, & Rowiński, 2014).
Because other studies have also utilized the Mini-IPIP to measure neuroticism as a covariate
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(Ong, Burrow, Fuller-Rowell, Ja, & Sue, 2013; Muris et al., 2017), it was deemed appropriate in
the present study as well.
Self-forgiveness as a covariate. Another potential confound in the study is selfforgiveness, which can be defined as “a willingness to abandon self-resentment in the face of
one’s own acknowledged objective wrong, while fostering compassion, generosity, and love
towards oneself” (Enright, 1996, p. 115). Self-forgiveness allows individuals to recognize that
they are only human; personal failures can be forgiven and accepted into the overall narrative of
the self (Hall & Fincham, 2005). Self-forgiveness occurs when individuals “acknowledge
wrongdoing and accept responsibility” for their actions, rather than attempt to avoid the reality of
flaws or personal mistakes (Hall & Fincham, 2005, p. 626).
As research topics, self-forgiveness and self-compassion are similar. Through selfcompassion, individuals can acknowledge personal shortcomings with kind acceptance (Neff,
2003; Neff, 2011). Self-forgiveness mirrors self-compassion in that individuals can view flaws
and failures through the lens of self-kindness and grace (Cleare, Gumley, & O’Connor, 2019).
Individuals who are struggling with self-forgiveness can also benefit from self-compassion,
which allows for the acceptance of “human limitations.” People can acknowledge their faults
without becoming consumed by them (Fisher & Exline, 2010, p. 556).
Self-forgiveness and self-compassion are also significantly influential on various aspects
of mental health (Thompson et al., 2005; Neff & McGehee, 2010; Macaskill, 2012). Both are
related to an increase in life satisfaction and a decrease in depression, anxiety, and NSSI (Van
Dam et al., 2011; Macaskill, 2012; Johnson & O'Brien, 2013; Cleare et al., 2019). Selfforgiveness and self-compassion can decrease various aspects of negative psychological
symptoms, including depression and anxiety, which exacerbate other mental health issues
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(Cleare et al., 2019). Self-compassion and self-forgiveness can both decrease shame-proneness
(Rangganadhan & Todorov, 2010; Cȃndea & Szentágotai-Tătar, 2018b), which is a significant
factor in the present study.
There are a variety of similarities between self-forgiveness and self-compassion,
including commonalities in how individuals approach transgressions and failures, as well as
similar effects on mental health and psychological outcomes. To properly investigate the effects
of self-compassion on the relationship between shame-proneness and state shame, selfforgiveness will act as a covariate in the study. It will be measured through the Heartland
Forgiveness Scale (HFS), which is a valid psychometric measure of self-forgiveness (Thompson
et al., 2005).
External Validity
The consideration of external validity is extremely important in research design because,
without external validity, study results will not be generalizable to a greater population (Heppner
et al., 2016). In the present study, a potential issue of external validity involves units. While one
would hope that MTurk provides researchers with a diverse pool of participants, there are more
female volunteers on MTurk than there are men (Paolacci, Chandler, & Ipeiortis, 2010).
Additionally, although most participants are from the United States, a decent number of MTurk
users reside in India (Paolacci et al., 2010).
Another potential issue is the study’s dependence on gathering participants through the
internet. While one might assume that most U.S. citizens are able to obtain a computer with
internet access, this is not always true. Some individuals within the United States have limited
access to the internet or are unable to afford a personal computer. Such individuals might be
limited to accessing surveys on MTurk. Additionally, while each survey is conducted online,
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setting and environmental factors can vary. For example, one participant might take the survey in
a quiet setting, while another participant could take the survey in a loud and chaotic place. This
might affect a person’s ability to submit accurate survey results. Such differences might affect
participant ability to provide accurate information.
Internal Validity
Internal validity refers to the accuracy of a study’s ability to rule out alternate test
explanations. Internal validity relates to Type I error; if alternative explanations are not ruled out,
researchers may mistakenly reject the null hypothesis when they should have failed to reject the
null hypothesis (Warner, 2013; Heppner et al., 2016). While inaccurate representation of
temporal precedence can be a significant issue (Heppner et al., 2016), the present study is
utilizing independent (i.e., childhood sexual abuse), dependent (i.e., state shame), mediating (i.e.,
shame-proneness), and moderating (i.e., self-compassion) variables that have received empirical
support in their time-ordered sequence (Fowke et al., 2012; Johnson & O'Brien, 2013; Shahar et
al., 2014; Woods & Proeve, 2014).
While history might not be a substantial problem in this study, since time-lapsed
treatment groups are not a part of study design, it is still an issue to consider. While data will be
collected relatively quickly over the span of a few days, an event could still occur, which might
impact survey results. In that case, there could be a disparity between data that is collected on the
first day, versus data that is collected on the last day. A major event could also occur right before
the survey is posted, which could significantly impact participant answers.
Statistical Conclusion Validity
Statistical conclusion validity is the ability to complete a test with an accurate depiction
of the relationship between variables in the analysis (Heppner et al., 2016). To avoid statistical
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issues related to low power, a sufficient sample size will be gathered. This will include at least
400 people in the participant sample. To avoid a violation of assumptions, data analysis will
investigate whether the scores are approximately normally distributed. If necessary, outliers will
be excluded to maintain the normal distribution of data scores. Without the maintenance of study
assumptions, the risk of Type I or Type II errors can increase, which could produce inaccurate
study results (Warner, 2013; Heppner et al., 2016). While the study hypotheses have been
asserted, the present study will adjust the p-value in statistical testing if multiple data analyses on
the same regression are made. Without an adjusted p-value, multiple analyses can increase the
chance of Type I error (Heppner et al., 2016). Because the psychometric measures utilized in this
study have been found accurate and reliable, unreliable test measures should not be a problem.
While this study is not an experimental design with a treatment implementation, participants
could experience location and setting differences when taking the survey. While differences in
setting when taking an online survey should be minor, this is still an issue to consider. Because
the sample size should be robust enough to avoid the disproportionate influence of outliers,
effect sizes should be accurately estimated. However, caution must be taken in calculating the
variance (R2) of a given population (Heppner et al., 2016).
Research Questions
RQ1: Is childhood sexual abuse significantly related to shame-proneness?
RQ2: Does shame-proneness lead to higher levels of state shame?
RQ3: What effect does self-compassion have on state shame for shame-prone survivors
of childhood sexual abuse?
RQ4: Is the use of the total score of SCS an accurate measure of self-compassion?
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RQ5: When analyzed separately, do the SCS subscales differ in their moderating
capabilities?
RQ6: Do the negative SCS subscales exacerbate the presence of state shame for shameprone survivors of childhood sexual abuse?
RQ7: What effect do the positive subscales of SCS have on state shame for shame-prone
survivors of childhood sexual abuse?
Hypotheses
H1: Childhood sexual abuse holds a direct relationship to shame-proneness. Because
shame is a naturally occurring effect of sexual assault or victimization, individuals with histories
of childhood mistreatment and abuse often experience shame (Weiss, 2010; Holl et al., 2017).
Adult survivors of childhood sexual abuse can exhibit increased levels of shame-proneness.
Shame-proneness is common for survivors of childhood sexual abuse (Bennett et al., 2010;
Shahar et al., 2014). Thus, the first study hypothesis is that childhood sexual abuse is directly
related to shame-proneness.
H2: Shame-proneness holds a direct relationship to state shame. While shameproneness is the propensity to experience shame, state shame is a person’s current feelings of
shame (Hasui et al., 2009; Corcoran & Fischer, 2013). Trait shame precludes state shame for
shame-prone individuals, and shame-proneness is a precursor to high levels of state shame.
However, situations that cause higher levels of state shame often vary for different individuals
(Turner, 2014). A core hypothesis of this study is that shame-proneness is directly related to state
shame since state shame involves the current experience of shame. If a person has high levels of
shame-proneness, they will frequently experience state shame. Shame-prone individuals
negatively evaluate themselves and expect others to view them in a similarly negative way
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(Gilbert & Irons, 2009). Because of this, they naturally experience higher levels of state shame.
State shame and shame-proneness are significantly related, and shame-proneness is positively
related to state shame. Individuals with higher levels of shame-proneness will experience higher
levels of state shame (Crocker et al., 2014; Flynn, Eisenlohr-Moul, Segerstrom, Logue, & Studts,
2017).
H3: Self-compassion is negatively related to shame-proneness. Shame-proneness is
negatively related to self-compassion, and individuals high in self-compassion exhibit lower
levels of shame (Close, 2013; Woods & Proeve, 2014). Self-compassion can help decrease both
state and trait shame in shame-prone individuals (Johnson & O'Brien, 2013). Self-compassion
can also decrease shame-proneness in individuals with high social anxiety, as well as those with
hypersexuality (Reid et al., 2014; Cȃndea & Szentágotai-Tătar, 2018b). Shame-prone individuals
can experience healing and wellness through self-compassion (Karris & Caldwell, 2015).
H4a: The relationship between shame-proneness and state shame is strengthened at
low levels of self-compassion. In the absence of self-compassion, shame has the opportunity to
strengthen. Individuals with higher levels of shame-proneness experience increased negative
emotional states, including higher levels of state shame. Without a kind and self-accepting
attitude towards self, shame-prone individuals will experience heightened and more frequent
experiences of state shame. If no variable is present to change the nature of the relationship
between shame-proneness and state shame, individuals with the propensity to experience shame
will often experience state shame (Gilbert & Irons, 2009; Johnson & O'Brien, 2013).
H4b: The relationship between shame-proneness and state shame is attenuated at
high levels of self-compassion. Self-compassion can reduce state shame in shame-prone
individuals (Johnson & O'Brien, 2013). Self-compassion is also effective in reducing state
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shame. The faster self-compassion increases, the faster state shame decreases (Kelly et al., 2013).
When self-compassion is high, shame is attenuated (Close, 2013; Woods & Proeve, 2014). Thus,
self-compassion can disrupt the shame cycle and decrease state shame for shame-prone
individuals.
Instrumentation
Demographics Screening
Participant information will be gathered in the survey, including age, gender, ethnicity,
highest level of education, and current socioeconomic status.
Self-Compassion Scale
The Self-Compassion Scale (SCS), developed by Neff (2003), is a 26-item Likert-rated
scale with 6 subscales. The positive subscales include self-kindness – which is the ability to treat
oneself with kind understanding in the face of personal failures – common humanity – which
includes seeing one’s problems in light of the shared human experience – and mindfulness –
which is the ability to balance one’s thoughts and emotions healthily. The negative subscales
include self-judgment, isolation, and over-identification, which are direct opposites of their
positive subscale counterparts. The total score of SCS has been found to be psychometrically
valid and is an accurate measure of self-compassion (Neff, 2015). While the first analysis will
examine the moderating qualities of the total score, further analyses will separate the subscales
for an investigation into potential differences.
Test of Self-Conscious Affect
The Test of Self-Conscious Affect (TOSCA-3), which was originally developed by
Tangney, Wagner, and Gramzow (1989) and updated by Tangney, Dearing, Wagner, &
Gramzow (2000) measures a person's propensity toward shame, guilt, externalization,

DISSERTATION

48

detachment, alpha pride, and beta pride. TOSCA-3 includes 16 Likert-rated items, including
11 positive and 5 negative (Hasui et al., 2009). TOSCA has been validated as a
psychometrically reliable measure of maladaptive shame-proneness (Luyten, Fontaine, &
Corveleyn, 2002). As Ginger-Sorolla, Piazza, and Espinosa (2011) describe TOSCA guilt
measures a person's motivation to make amends for his or her actions, while TOSCA shame
measures a person's negative affect and internalized negative self-evaluation.
Yes/No Question on Experiences of Childhood Sexual Abuse
To measure childhood sexual abuse, a yes/no question will be provided on whether
participants experienced sexual abuse in childhood. Individuals who regard themselves as
survivors of childhood sexual abuse will mark “yes” and be included in the sample of adult
survivors of childhood sexual abuse. While the study could have utilized a multiple question
format for measuring childhood sexual abuse, it was decided that a yes/no question would be
beneficial in avoiding participant retraumatization. Additionally, other studies have utilized a
similar yes/no question for measurement (Hawkins & Teng Sze Wei, 2017; Okur et al., 2018).
Because of that, the yes/no method was deemed as an appropriate method for measuring
childhood sexual abuse in the study.
Experience of Shame Scale
The Experience of Shame Scale (ESS), originally developed by Andrews and Hunter
(1997) and updated by Andrews, Qian, and Valentine (2002), contains 27 items and has 3
subscales that measure shame in character, behaviors, and body. Scores are self-reported on a
Likert scale, and participants rate whether they have experienced, thought, or avoided shame in
any of the three shame categories (Matos & Pinto‐Gouveia, 2009; Vizin, Urbán, Unoka, 2016).
ESS questions center around the three areas of experience (i.e., feeling ashamed of self),
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cognition (i.e., a person's thoughts concerning what others think of them), and behaviors (i.e.,
concealment or behaviors of avoidance) (Harman & Lee, 2009). ESS holds good internal validity
with a Cronbach’s alpha of 0.92 (Vizin et al., 2016; Johnson et al., 2014). Turner (2014) found
that ESS is related to state shame, rather than state guilt; it is also related to shame rather than to
negative self-esteem. Because ESS does not explicitly use the word 'shame' or ask participants to
identify feelings based on shame as a concept, it can work around individuals who tend to avoid
self-reports of shameful experiences (Rüsch et al., 2007).
While ESS has been found internally reliable with decent construct validity (Johnson et
al., 2014), some have highlighted the inherent problems associated with measuring state shame.
Shamed individuals often avoid vulnerable social interactions, which makes self-reported
measures a particularly difficult avenue for state shame measurement. Additionally, individuals
usually experience shame in a specific circumstance or context. The catalyst that ignites state
shame in one individual might be different from the catalyst that provokes state shame in
another. Individual contexts for experiences of state shame might differ. A fundamental
challenge in researching state shame is finding a common shame catalyst that resonates with
each study participant (Turner, 2014).
ESS was built to measure state shame for a variety of individuals. ESS is a valid measure
of state shame for students in academic circles, as well as those in mental health circles (Ten
Klooster et al., 2014). ESS is a valid measure of state shame for both clinical and non-clinical
populations (Arditte, Morabito, Shaw, & Timpano, 2016; Vizin et al., 2016). Matos and Pinto‐
Gouveia (2009) found that traumatic memories and trauma symptoms, including avoidance,
intrusive symptoms, and hyperarousal, are positively related to state shame measured by ESS.
ESS has been used to study state shame in individuals with self-harming behaviors (Hack &
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Martin, 2018). State shame measured by ESS is significantly related to depression in infertile
women (Galhardo et al., 2011).
ESS has been used in a variety of settings and with a diverse pool of participants. In the
present study, ESS will be utilized to measure state shame in shame-prone survivors of
childhood sexual abuse. Shame measured by ESS is significantly related to traumatic memories
(Matos & Pinto-Gouveia, 2009) and traumatic symptoms for survivors of sexual trauma (Vidal &
Petrak, 2007). Body shame measured by ESS is significantly related to past experiences of
childhood sexual abuse (Milligan & Andrews, 2005). ESS is also a valid measure of state shame
in individuals with PTSD and high criticism (Harman & Lee, 2009), which are common
characteristics of adult survivors of childhood sexual abuse (Badour et al., 2015; Lassri, Luyten,
Fonagy, & Shahar, 2018).
International Personality Item Pool
The International Personality Item Pool (IPIP), originally developed by Goldberg (1999)
and updated in short form by Donnellan, Oswald, Baird, and Lucas (2006), measures a person’s
propensity towards the Big Five facets of personality which are conscientiousness,
agreeableness, extraversion, neuroticism, and intellect/imagination (or openness to experience).
The Mini-IPIP Scales consist of 20 items with four questions per personality trait. While the
Mini-IPIP Scales are considerably shorter than Goldberg's (1999) 50-item version, they have
been found to be psychometrically valid and uphold construct validity for the Big Five
personality factors (Donnellan et al., 2006; Topolewska-Siedzik et al., 2014). Baldasaro,
Shanahan, and Bauer (2013) found that the scales of the Mini-IPIP have criterion validity and are
acceptable measures of the intended personality constructs.
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While the Mini-IPIP Scales can measure various aspects of personality, the present study
will utilize the Mini-IPIP to specifically measure neuroticism. A primary reason for the focus on
neuroticism is the potential relationship between neuroticism and the other study variables. As
other studies have found, neuroticism is significantly related to shame; individuals with higher
levels of neuroticism experience higher levels of shame (Reid et al., 2011; Muris et al., 2017). In
their study on how shame relates to anxiety disorders, Muris et al. (2017) used neuroticism
(measured by the Mini-IPIP) as a covariate since neuroticism and shame promote similar kinds
of negative effects. Other studies found a connection between child abuse and higher levels of
neuroticism (Boillat et al., 2017; Ono et al., 2017), as well as attachment disruption and
neuroticism (Fraley et al., 2011).
While some studies have used the entirety of the Mini-IPIP, other studies just utilized the
neuroticism subscale to investigate the presence or effects of neuroticism (i.e., Ong et al., 2013;
Muris et al., 2017). Because neuroticism is related to shame and child abuse (Boillat et al., 2017;
Muris et al., 2017) and since other studies used similar strategies to measure neuroticism through
the Mini-IPIP (Ong et al., 2013), it was deemed as an appropriate method in the present study.
While the other Big Five facets of personality are not controlled in the study, neuroticism is an
important covariate since it has exhibited significant relationships with the study variables.
Relationship Structures (ECR-RS) Questionnaire
The Relationship Structures (ECR-RS) questionnaire, developed by Fraley, Waller, and
Brennan (2000) and updated by Fraley, Heffernan, Vicary, and Brumbaugh (2011), measures a
person’s anxious or avoidant attachment in significant adult relationships, including father
relationship, mother relationship, romantic partner relationships, and relationships with friends.
The questionnaire has 9 items per relationship category, with 36 total items. Scores are rated
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from self-reported Likert items on a scale of 1 to 7. ECR-RS is a more reliable measure of
relationship-specific attachment than other measures of attachment and is a psychometrically
valid means of measuring adult attachment. ECR-RS is also more effective in measuring
attachment in a variety of adult relationships, whereas other measures – such as ECR-R – focus
only on romantic relationships (Fraley et al., 2011; Rocha, Peixoto, Nakano, Motta, &
Wiethaeuper, 2017). While ECR-RS has been used for the elderly (Andersen & Havaei, 2015)
and even adolescent populations (Feddern, Donbaek, & Elklit, 2013), the present study will
recruit individuals over the age of eighteen, with a population majority of younger to middleaged adults.
To more effectively measure attachment, the present study will create two subscales –
attachment avoidance and attachment anxiety – from the established subscales of the ECR-RS
questionnaire. These variables will be formed by averaging the values of each anxiety subscale
(i.e., father anxiety, mother anxiety, romantic partner anxiety, and best friend anxiety) and each
avoidance subscale (i.e., father avoidance, mother avoidance, romantic partner avoidance, and
best friend avoidance) to get the mean of each avoidance and anxiety subscale. This will help to
reduce the number of attachment items that are presented in the regression results so that
attachment can be addressed in a more concise and understandable manner.
Heartland Forgiveness Scale (HFS)
The Heartland Forgiveness Scale (HFS), which was developed by Thompson and Synder
(2003), includes three subscales which measure the forgiveness of self, the forgiveness of others,
and the forgiveness of situations (Thompson et al., 2005). Scores are self-reported on a Likert
scale, with answers ranging from 1 to 7 (Toussaint & Friedman, 2008). The total score of HFS
consists of 18 items; each subscale contains 6 items (Thompson et al., 2005). HFS holds good
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convergent and discriminant validity and is an accurate measure of forgiveness (Thompson et al.,
2005). While the total score of HFS is a valid measure of forgiveness, the present study will only
investigate the self-forgiveness subscale, which contains 6 items.
Procedures
Participants will be gathered through a survey via Mechanical Turk (MTurk) by Amazon,
which has been validated as a psychometrically dependable means of gathering a large sum of
data from a diverse pool of participants (Buhrmester, Kwang, & Gosling, 2011). The survey will
be posted on MTurk and results will be gathered within a span of three to four days. Participants
will ideally complete the survey in 10-15 minutes. All participants will receive minor monetary
compensation. To reduce the margin of error, the sample size will include no less than 400
participants. To be representative of the overall intended population, the sample will ideally
include individuals from various regional, ethnic, and socioeconomic backgrounds (Heppner et
al., 2016). Participants must be 18 years of age or older, with at least one self-reported
experience of childhood sexual abuse.
Data Analysis
Data analysis will be conducted through the PROCESS macro in SPSS by Hayes (2018).
PROCESS is a tool for SPSS that assists in analyzing mediation and moderation models in the
overall process model. It helps provide information on error, t and p values and allows
researchers to asses direct and indirect effects, two- and three-way interactions, as well as Monte
Carlo confidence intervals (Hayes, 2018, p. 551). Study hypotheses will be analyzed through
Hayes’ (2018) mediated moderation model.

DISSERTATION

54
Conclusion

This document describes the intended constructs and measures, participant information,
hypotheses, and issues related to external, internal, and statistical conclusion validity for an
intended research study. Overall, the study holds promise for counseling research and practice.
Although self-compassion is often viewed as a positive psychological factor, insufficient
research has been conducted on self-compassion’s potential effects on state shame for shameprone survivors of childhood sexual abuse. As well, the separate subscales of self-compassion
have not been adequately examined. Overall, the proposed study holds the potential for exciting
new developments in counseling research.
CHAPTER FOUR: RESULTS
Overview
This chapter covers various aspects, including information on the study’s data screening
process, a description of participant demographics, as well as an explanation of the study’s data
analysis. Results will be discussed through an examination of each hypothesis. Additionally,
research questions will be discussed with a view of the study results. Study results and overall
findings will be discussed in detail.
Data Screening
Data was collected through an online survey via Mechanical Turk (MTurk) over a period
of two days. To promote higher levels of accuracy, the data were screened after collection.
Histograms were evaluated to see if the data were normally distributed. Although histograms for
some variables reflected non-normal distribution, no data was deleted for non-normal
distribution, since it was recognized that the data for those variables were skewed in the
anticipated direction. Participants with invalid or missing answers were removed through listwise
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deletion. Additionally, individuals who took less than 1.5 seconds to complete each item, as well
as those who failed to answer “yes” to any of the three catch questions in the survey – including
an item on whether they had answered each question honestly – were also removed through
listwise deletion. Multivariate outliers were identified through Mahalanobis Distance and
excluded through listwise deletion. Three participants who identified as “other” for gender were
also removed from the study. After data screening, the total sample size was 719 participants.
Participant Demographics
Of the 719 participants, 341 (47.4%) identified as male, and 378 (52.6%) identified as
female. Out of the total sample, 19.7% (N = 142) reported at least one experience of childhood
sexual abuse. Women self-reported childhood sexual abuse at a higher rate than males; 53 men
reported at least one experience of childhood sexual abuse while 89 women reported at least one
experience of childhood sexual abuse.
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Table 1.1
Participant Demographics: Gender and Childhood Sexual Abuse (CSA)
N

% or M

Male

341

47.4

Female

378

52.6

142

19.7

577

80.3

Male

53

7.4

Female

89

12.4

Gender

CSA
Self-reported
victim of CSA
No self-reported
experience of
CSA
CSA by gender

Participants were between the ages of 18 and 75. However, the mean age was 35.31. Of
the participants, 492 (68.4%) identified as Caucasian/White, 101 (14%) identified as African
American, 60 (8.3%) identified as Asian, 43 (6.0%) identified as Hispanic, Latino, or of Spanish
Origin, 7 (1%) identified as American Indian or Alaskan Native, 1 (.1%) identified as Native
Hawaiian or other Pacific Islander, and 15 (2.1%) identified as an unspecified ethnicity.
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Table 1.2
Participant Demographics: Age and Race

Age

N or Range

% or M

18-75

35.31

Race
Caucasian/White

492

68.4

African American

101

14.0

7

1.0

60

8.3

1

.1

Hispanic, Latino, or of Spanish Origin

43

6.0

Other

15

2.1

American Indian or Alaska Native
Asian
Native Hawaiian or other Pacific Islander

Of the participants, 46% asserted a bachelor’s degree as their highest level of education.
Other participants asserted a Master’s degree (14.5%), a high school diploma or equivalent
degree (13.1%), sophomore year of college (9.0%), trade/technical/vocational training (5.4%),
freshman year of college (4.3%), junior year of college (3.2%), senior year of college (1.9%),
doctoral degree (1.3%), professional degree (1.0%), or less than high school (.3%) as their
highest level of education. Of the participants, 71.2% are employed for wages, 13.5 are selfemployed, 4.9% are homemakers, 4.2% are students, 3.5% are not employed, 1.7% are retired,
.7% are unable to work, and .4% are in the military. Of the participants, 18.4% of the participants
reported a household annual income of $70,000 - $99,999, 15.3% reported a household annual
income of $40,000 - $49,999, 13.6% reported a household annual income of $100,0000, 12.9%
reported a household annual income of $30,000 - $39,999, 12.4% reported a household annual
income of $50,000 - $59,999, 10% reported a household annual income of $60,000 - $69,999,
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annual income of $10,000 - $19,999, and 3.6% reported a household annual income of under
$10,000.
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Table 1.3
Participant Demographics: Education, Employment, and Income
N

%

Education
Less than high school

2

.3

94

13.1

College Freshman

31

4.3

College Sophomore

65

9.0

College Junior

23

3.2

College Senior

14

1.9

Trade/technical/vocational

39

5.4

Bachelor’s degree

331

46.0

Master’s degree

104

14.5

Professional degree

7

1.0

Doctorate degree

9

1.3

High school diploma or
equivalent (e.g. GED)

training

Employment
Employed for wages

512

71.2

Self-employed

97

13.5

Not employed

25

3.5

A homemaker

35

4.9

A student

30

4.2

Military

3

.4

Retired

12

1.7

5

.7

26

3.6

Unable to work
Income
Under $10,000
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N

%

$10,000-$19,999

40

5.6

$20,000-$29,000

59

8.2

$30,000-$39,999

93

12.9

$40,000-$49,999

110

15.3

$50,000-$59,999

89

12.4

$60,000-$69,999

72

10.0

$70,000-$99,999

132

18.4

98

13.6

Over $100,000

Data Analysis
Data analysis was conducted through the PROCESS macro by Hayes (2018). Seven
regression analyses were conducted with Hayes’ (2018) model 14, which analyzes variables in
moderated mediation. 5,000 bootstrap samples were conducted; variables were mean-centered
for the construction of products. Conditioning values were examined at the 16th, 50th, and 84th
percentiles. The first regression explored the moderating influence of the total score of SCS on
the relationship between shame-proneness and state shame for adult survivors of childhood
sexual abuse. Subsequent regressions analyzed the moderating effects of each SCS subscale (i.e.,
self-kindness, self-judgment, common humanity, isolation, mindfulness, and over-identification)
on the relationship between shame-proneness and state shame for adult survivors of childhood
sexual abuse. Descriptive statistics for each study variable – including the number, range,
minimum number, maximum number, mean, and standard deviation – can be found in table 2.1.

DISSERTATION

61

Table 2.1
Descriptive Statistics for Study Measures
Measure

Range

CSA

Minimum

Maximum

Mean

SD

1

0

1

.20

.400

43.00

13.00

56.00

37.593

7.756

SCS -Total

4.00

1.00

5.00

3.029

.693

SCS - Self-Kindness

4.00

1.00

5.00

3.146

.917

SCS - Self-Judgment

4.00

1.00

5.00

3.273

.954

SCS - Common Humanity

4.00

1.00

5.00

3.303

.888

SCS - Isolation

4.00

1.00

5.00

3.234

1.013

SCS - Mindfulness

4.00

1.00

5.00

3.393

.819

SCS - Over-identification

4.00

1.00

5.00

3.112

1.029

Experience of Shame Scale (ESS)

2.96

1.04

4.00

2.347

.720

HFS - Forgiveness of Self

33.00

9.00

42.00

26.587

4.918

IPIP - Neuroticism

16.00

4.00

20.00

11.132

3.560

Attachment Avoidance

6.00

1.00

7.00

3.218

1.032

Attachment Anxiety

6.00

1.00

7.00

2.984

1.630

TOSCA Shame

Correlations
Correlation analyses were conducted to investigate the relationships between variables. R
values and significance values can be found in table 3.1 below.
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CSA (1)

TOSCA -Shame (2)

62

2

3

1

.015

.015

4

5

6

7

8

9

10

11

12

13

14

-.080*

-.028

.107**

-.037

.083*

-.031

.055

.098**

-.037

.083*

.117**

.083*

1

-.430**

-.151**

.549**

-.009

.506**

-.052

.528**

.540**

-.376**

.331**

.129**

.323**

1

.762**

.793**

.632**

-.776**

.665**

-.772**

-.588**

.684**

-.617**

-.346**

-.299**

1

.385**

.687**

-.330**

.697**

-.304**

-.217**

.462**

-.337**

-.228**

1

-.189**

.782**

.201**

.789**

.667**

-.593**

.548**

.289**

SCS - Total (3)

-.080*

-.430**

SCS - Self-Kindness
(4)

-.028

-.151**

.762**

.549**

-.793**

-.385**

.632**

.687**

.189**

1

-.199**

.698**

-.167**

-.105**

.395**

-.255**

-.226**

-.776**

-.330**

.782**

-.199**

1

.238**

.778**

.667**

-.542**

.535**

.325**

.665**

.697**

.201**

.698**

-.238**

1

-.270**

-.169**

.433**

-.386**

-.195**

1

.679**

-.576**

.636**

.255**

.451**

1

-.556**

.489**

.310**

.553**

1

-.498**

-.310**

-.387**

-.498**

1

.293**

.337**

SCS - Self Judgment
(5)
SCS -Common
Humanity (6)
SCS -Isolation (7)

.107**

-.037

.083*

-.009

.506**

SCS - Mindfulness
(8)

-.031

SCS -Overidentified
(9)

.055

.528**

-.772**

-.304**

.789**

-.167**

.778**

.270**

Experience of Shame
Scale (ESS) (10)

.098**

.540**

-.588**

-.217**

.667**

-.105**

.667**

.169**

.679**

-.376**

.684**

.462**

.593**

.395**

-.542**

.433**

-.576**

-.556**

.331**

-.617**

-.337**

.548**

-.255**

.535**

.386**

.636**

.489**

HFS-Forgiveness of
Self (11)
IPIP - Neuroticism
(12)

-.037

.083*

-.052

.072

.423**

.022

.469**

-.004
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Mean Avoidance (13)

.117**

.129**

-.346**

Mean Anxiety (14)

.083*

.323**

-.299**

Mean

.20

37.593

SD

.398

Cronbach’s a

N/A

-.228**

.289**

-.226**

.325**

.195**

.255**

.310**

-.310**

.293**

.451**

.553**

-.387**

.337**

1

.072

.423**

.022

.469**

-.004

3.029

3.146

3.273

3.303

3.234

3.393

3.112

2.347

27.394

11.132

3.218

2.984

7.756

.693

.917

.954

.888

1.013

.819

1.029

.720

6.467

3.560

1.032

1.630

.771

.822

.865

.853

.796

.836

.775

.843

.960

.749

.687

.835 -.904

.926 -.938

* Correlation is significant at the .05 level (2-tailed)
**Correlation is significant at the .01 level (2-tailed).

.488**

.488**

1
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Results

An Examination of Hypotheses through Each Regression
It was hypothesized that childhood sexual abuse holds a direct relationship to
shame-proneness (H1). To investigate this and other hypotheses, seven linear regressions were
conducted through PROCESS macro with Hayes’ (2018) moderated mediation model 14. In
model 14, the a-path leads from x to m without including other moderating variables. Since the
regressions examined the connection between childhood sexual abuse (x) and shame-proneness
(m) in the same linear relationship, results were identical for each a-path analysis. To protect
against potential confounds, neuroticism (measured through IPIP), self-forgiveness (measured
through HFS), and attachment (measured through ECR-RS) were all controlled in the study.
Results showed that neuroticism, b = .366, t(5, 713) = 4.265, p < .001, attachment
avoidance, b = -.767, t(5, 713) = -2.612, p = .009, attachment anxiety, b = 1.072, t(5, 713) =
5.601, p < .001, and self-forgiveness, b = -.284, t(5, 713) = -5.897, p < .001, were all significant
predictors of TOSCA shame. Controlling for these covariates, linear regressions were conducted
to investigate the a-path relationship between childhood sexual abuse and shame-proneness. It
was found that childhood sexual abuse was not significantly related to shame-proneness, b = .273, t(5, 713) = -.416, p < .677. Thus, hypothesis one was not supported.
It was hypothesized that shame-proneness holds a direct relationship to state shame
(H2). To investigate hypothesis two, seven linear regressions were conducted in PROCESS with
Hayes’ (2018) model 14. Hypothesis two examines the b-path relationship, namely, the
relationship between shame-proneness and state shame. To factor out potential confounds,
neuroticism (measured by IPIP), attachment (measured by ECR-RS), and self-forgiveness
(measured by HFS) were all measured in the study.
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In regression one, neuroticism, b = .017, t(8, 710) = 2.602, p < .010, attachment anxiety,
b = .149, t(8, 710) = 11.102, p < .001, and self-forgiveness, b = -.015, t(8, 710) = -3.735, p <
.001, were all significantly related to state shame. However, attachment avoidance, b = -.029, t(8,
710) = -1.419, p < .156, was not significantly related. When the covariates were controlled,
shame-proneness was significantly related to state shame, b = .024, t(8, 710) = 9.125, p < .001.
Thus, the hypothesis was supported in regression one. To see output results for the first
regression analysis with SCS total as the moderator, refer to table 4.1.
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Table 4.1
First Regression Analysis with SCS Total as the Moderator
Source

B

SE

t

p

LLCI

UPCI

TOSCA-Shame: R = .452, R2 = .204, MSE = 48.207, F(5,713) = 36.576, p < .001
CSA

-.273

.656

-.416

.677

-1.561

1.015

IPIP Neuroticism

.366

.086

4.265

< .001

.198

.535

Attachment Avoidance

-.767

.294

-2.612

.009

-1.343

-.190

Attachment Anxiety

1.072

.191

5.601

< .001

.696

1.448

HFS - Forgiveness of Self

-.284

.048

-5.897

< .001

-.379

-.190

ESS: R = .758, R2 = .575, MSE = .223, F(8,710) = 120.036, p < .001
CSA

.069

.045

1.534

.126

-.019

.156

TOSCA-Shame

.024

.003

9.124

< .001

.019

.029

SCS Total

-.251

.041

-6.130

< .001

-.331

-.170

TOSCA/ ESS x SCS total

-.006

.003

-1.859

.063

-.012

.000

IPIP Neuroticism

.017

.007

2.602

.010

.004

.030

Attachment Avoidance

-.029

.020

-1.419

.156

-.069

.011

Attachment Anxiety

.149

.014

11.102

< .001

.123

.176

HFS - Forgiveness of Self

-.015

.004

-3.735

< .001

-.022

-.007

In the second regression, neuroticism, b = .032, t(8, 710) = 5.124, p < .001, attachment
anxiety, b = .145, t(8, 710) = 9.559, p < .001, and self-forgiveness, b = -.025, t(8, 710) = -6.597,
p < .001, were all significantly related to state shame. However, unlike the other covariates,
attachment avoidance was not significantly related to state shame, b = -.013, t(8, 710) = -.595, p
< .552. With controlled covariates, the results showed that shame-proneness was significantly
related to state shame, b = .027, t(8, 710) = 10.371, p < .001. The hypothesis was supported in
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regression two. To see output results for the second regression analysis with SCS self-kindness
as the moderator, refer to table 4.2.
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Table 4.2
Second Regression Analysis with SCS Self-Kindness as the Moderator
Source

B

SE

T

P

LLCI

UPCI

TOSCA-Shame: R = .452, R2 = .204, MSE = 48.207, F(5, 713) = 36.576 , p < .001
CSA

-.273

.656

-.416

.677

-1.561

1.015

IPIP
Neuroticism

.366

.086

4.265

< .001

.198

.535

Attachment
Avoidance

-.767

.294

-2.612

.009

-1.343

-.190

Attachment
Anxiety

1.072

.191

5.601

< .001

.696

1.448

HFS Forgiveness of
Self

-.284

.048

-5.897

< .001

-.379

-.190

ESS: R = .741, R2 = .549, MSE = .237, F(8,710) = 107.988, p < .001
CSA

.083

.046

1.802

.072

-.007

.173

TOSCA-Shame

.027

.003

10.371

< .001

.022

.033

SCS Selfkindness

-.030

.026

-1.150

.251

-.080

.021

TOSCA/ ESS x
SCS selfkindness

-.001

.003

-.515

.607

-.006

.004

IPIP
Neuroticism

.032

.006

5.124

< .001

.020

.044

Attachment
Avoidance

-.013

.021

-.595

.552

-.055

.029

Attachment
Anxiety

.145

.015

9.559

< .001

.115

.175

-.025

.004

-6.597

< .001

-.033

-.018

HFS Forgiveness of
Self
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In the third regression, neuroticism, b = .019, t(8, 710) = 3.210, p < .001, attachment
anxiety, b = .114, t(8, 710) = 8.684, p < .001, and self-forgiveness, b = -.017, t(8, 710) = -4.890,
p < .001, were all significantly related to state shame, while attachment avoidance was not
significantly related to shame, b = -.007, t(8, 710) = -.362, p < .718. Controlling for the
covariates, regression three examined the b-path relationship between shame-proneness and state
shame. According to the results, shame-proneness was significantly related to state shame, b =
.019, t(8, 710) = 7.043, p < .001. Thus, the hypothesis was supported in regression three. To see
output results for the third regression analysis with SCS self-judgment as the moderator, refer to
table 4.3.
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Table 4.3.
Third Regression Analysis with SCS Self-Judgment as the Moderator
Source

B

SE

T

P

LLCI

UPCI

TOSCA-Shame: R = .452, R2 = .204, MSE = 48.207, F(5, 713) = 36.576 , p < .001
CSA

-.273

.656

-.416

IPIP
Neuroticism

.366

.086

4.265

Attachment
Avoidance

-.767

.294

-2.612

Attachment
Anxiety

1.072

.191

5.601

HFS Forgiveness of
Self

-.284

.048

-5.897

.677
< .001

.009

-1.561
.198

1.015
.535

-1.343

-.190

< .001

.696

1.448

< .001

-.379

-.190

ESS: R = .774, R2 = .599, MSE = .210, F(8,710) = 132.352, p < .001
CSA

.036

.044

.819

TOSCA-Shame

.019

.003

7.043

SCS Selfjudgment

.227

.027

TOSCA/ ESS x
SCS selfjudgment

.009

IPIP
Neuroticism

.413

-.050

.122

< .001

.014

.024

8.538

< .001

.175

.279

.002

4.111

< .001

.005

.013

.019

.006

3.210

.001

.008

.031

Attachment
Avoidance

-.007

.020

-.362

.718

-.045

.031

Attachment
Anxiety

.114

.013

8.684

< .001

.088

.140

HFS Forgiveness of
Self

-.017

.004

-4.890

< .001

-.024

-.010

The fourth regression presented significant results for neuroticism as a covariate, b =
.034, t(8, 710) = 5.527, p < . 001, attachment anxiety as a covariate, b = .132, t(8, 710) = 9.099, p
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< .001, and self-forgiveness as a covariate, b = -.029, t(8, 710) = -7.823, p < .001. However,
attachment avoidance did not present a statistically significant relationship to state shame, b =
.000, t(8, 710) = .020, p < .984. Controlling for the covariates, regression results showed that
shame-proneness was significantly related to state shame, b = .027, t(8, 710) = 10.182, p < .001.
The hypothesis was supported in regression four. To see output results for the fourth regression
analysis with SCS common humanity as the moderator, refer to table 4.4.
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Table 4.4
Fourth Regression Analysis with SCS Common Humanity as the Moderator
Source

B

SE

T

P

LLCI

UPCI

TOSCA-Shame: R = .452, R2 = .204, MSE = 48.207, F(5, 713) = 36.576 , p < .001
CSA

-.273

.656

-.416

.677

IPIP
Neuroticism

.366

.086

4.265

< .001

Attachment
Avoidance

-.767

.294

-2.612

Attachment
Anxiety

1.072

.191

5.601

HFS Forgiveness of
Self

-.284

.048

-5.897

.009

-1.561
.198

1.015
.535

-1.343

-.190

< .001

.696

1.448

< .001

-.379

-.190

ESS: R = .741, R2 = .549, MSE = .237, F(8,710) = 107.998, p < .001
CSA

.085

.046

1.852

.065

-.005

.176

TOSCA-Shame

.027

.003

10.182

< .001

.022

.032

SCS Common
Humanity

.035

.024

1.431

.153

-.013

.082

TOSCA/ ESS x
SCS common
humanity

-.001

.003

-.435

.664

-.006

.004

IPIP
Neuroticism

.034

.0062

5.527

< .001

.022

.046

Attachment
Avoidance

.000

.0212

.020

.984

-.041

.042

Attachment
Anxiety

.132

.0145

9.099

< .001

.103

.160

HFS Forgiveness of
Self

-.029

.004

-7.823

< .001

-.037

-.022
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In the fifth regression, neuroticism, b = .018, t(8, 710) = 3.016, p < .003, attachment
anxiety, b = .107, t(8, 710) = 8.066, p < .001, and self-forgiveness, b = -.019, t(8, 710) = -5.746,
p < .001, were all significantly related to state shame. However, attachment avoidance was not
significantly related to state shame in the fifth regression, b = -.012, t(8, 710) = -.599, p < .550.
When the covariates were controlled, shame-proneness was significantly related to state shame, b
= .020, t(8, 710) = 7.719, p < .001. These results support the hypothesis’ assertion that there is a
significant relationship in the b-path between m and y. To see output results for the fifth
regression analysis with SCS isolation as the moderator, refer to table 4.5.
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Table 4.5
Fifth Regression Analysis with SCS Isolation as the Moderator
Source

B

SE

T

P

LLCI

UPCI

TOSCA-Shame: R = .452, R2 = .204, MSE = 48.207, F(5, 713) = 36.576 , p < .001
CSA

-.273

.656

-.416

.677

.366

.086

4.265

< .001

Attachment
Avoidance

-.767

.295

-2.612

.009

Attachment Anxiety

1.072

.191

5.601

HFS - Forgiveness
of Self

-.284

.048

-5.897

IPIP Neuroticism

-1.561
.198

1.015
.535

-1.343

-.190

< .001

.696

1.448

< .001

-.379

-.190

ESS: R = .774, R2 = .599, MSE = .210, F(8,710) = 132.684, p < .001
CSA

.056

.044

1.28

.202

TOSCA-Shame

.020

.003

7.71

SCS Isolation

.214

.024

TOSCA/ ESS x SCS
isolation

.007

IPIP Neuroticism
Attachment
Avoidance
Attachment Anxiety
HFS - Forgiveness
of Self

-.030

.141

< .001

.015

.025

8.988

< .001

.168

.261

.002

3.156

.002

.003

.011

.018

.006

3.016

.003

.006

.030

-.012

.020

-.599

.550

-.050

.027

.107

.013

8.066

< .001

.081

.133

-.019

.003

-5.746

< .001

-.026

-.013

In the sixth regression, neuroticism, b = .035, t(8, 710) = 5.477, p < .001, attachment
anxiety, b = .132, t(8, 710) = 9.202, p < .001, and self-forgiveness, b = -.0283, t(8, 710) = 7.622, p < .001, were significant predictors of state shame. However, attachment avoidance was
not significantly related to state shame, b = -.003, t(8, 710) = -.123, p < .903. Controlling for
these, regression six was run to investigate the b-path relationship between shame-proneness and
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state shame. It was found that shame-proneness is significantly related to state shame, b = .027,
t(8, 710) = 10.205, p < .001, which supports the stated hypothesis. To see output results for the
sixth regression analysis with SCS mindfulness as the moderator, refer to table 4.6.
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Table 4.6
Sixth Regression Analysis with SCS Mindfulness as the Moderator
Source

B

SE

T

P

LLCI

UPCI

TOSCA-Shame: R = .452, R2 = .204, MSE = 48.207, F(5, 713) = 36.576 , p < .001
CSA

-.273

.656

-.416

.677

.366

.086

4.265

< .001

Attachment
Avoidance

-.767

.294

-2.612

Attachment Anxiety

1.072

.191

5.601

HFS - Forgiveness of
Self

-.284

.048

-5.897

IPIP Neuroticism

-1.561

1.015

.198

.535

-1.343

-.190

< .001

.696

1.448

< .001

-.379

-.190

.009

ESS: R = .740, R2 = .548, MSE = .237, F(8,710) = 107.622, p < .001

CSA

.083

.046

1.795

TOSCA-Shame

.027

.003

10.205

SCS Mindfulness

.021

.027

.770

TOSCA/ ESS x SCS
mindfulness

.001

.003

.206

IPIP Neuroticism

.034

.006

5.477

< .001

-.003

.021

-.123

.903

Attachment Anxiety

.132

.014

9.202

HFS - Forgiveness of
Self

-.028

.004

-7.622

Attachment
Avoidance

.073

-.008

.173

.022

.032

.441

-.032

.074

.837

-.005

.006

.022

.047

-.044

.039

< .001

.104

.160

< .001

-.036

-.021

< .001

In the seventh regression, the covariates of attachment anxiety, b = .106, t(8, 710) =
8.019, p < .001, and self-forgiveness, b = -.019, t(8, 710) = -5.534, p < .001, were significantly
related to shame-proneness, while neuroticism, b = .007, t(8, 710) = 1.118, p < .264, and
attachment avoidance, b = .011, t(8, 710) = .550, p < .582, were not. This is an interesting result,

DISSERTATION

77

as neuroticism was significantly related to shame-proneness in previous regressions but remained
insignificant in the seventh regression. Controlling for the covariates, it was found that shameproneness is significantly related to state shame, b = .020, t(8, 710) = 7.428, p < .001. This
supports the second hypothesis. To see output results for the seventh regression analysis with
SCS over-identification as the moderator, refer to table 4.7
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Table 4.7
Seventh Regression Analysis with SCS Over-identification as the Moderator
Source

B

SE

T

p

LLCI

UPCI

TOSCA-Shame: R = .452, R2 = .204, MSE = 48.207, F(5, 713) = 36.576 , p < .001
CSA

-.273

.656

-.416

.677

.366

.086

4.265

< .001

Attachment Avoidance

-.767

.294

-2.612

.009

Attachment Anxiety

1.072

.191

5.601

HFS - Forgiveness of Self

-.284

.048

-5.897

IPIP Neuroticism

-1.561

1.015

.198

.535

-1.343

-.190

< .001

.696

1.448

< .001

-.379

-.190

ESS: R = .776, R2 = .603, MSE = .208, F(8,710) = 134.573, p < .00
CSA

.070

.043

1.621

.105

-.015

.155

TOSCA-Shame

.020

.003

7.428

< .001

.014

.025

SCS Over-identification

.234

.026

9.091

< .001

.183

.284

TOSCA/ ESS x SCS Overidentification

.008

.002

3.891

< .001

.004

.012

IPIP Neuroticism

.007

.006

1.118

.264

-.005

.020

Attachment avoidance

.011

.020

.550

.582

-.028

.049

Attachment anxiety

.106

.013

8.019

< .001

.080

.132

-.019

.003

-5.534

< .001

-.025

-.012

HFS - Forgiveness of Self

It was hypothesized that self-compassion is negatively related to shame-proneness
(H3). This hypothesis refers to the relationship between the mediating (m) and moderating (w)
variables. Without a relationship between m and w, moderation is unsupported (Hayes, 2018).
Additionally, direction matters, as this hypothesis describes the anticipated negative relationship
between self-compassion and shame-proneness. To factor out other confounding variables,
neuroticism, attachment, and self-forgiveness were controlled in the study. Of the covariates,
neuroticism, b = .366, t(5, 713) = 4.265, p < .001, attachment avoidance, b = -.767, t(5, 713) = -
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2.612, p < .009, attachment anxiety, b = 1.072, t(5, 713) = 5.601, p < .001. and self-forgiveness,
b = -.284, t(5, 713) = -5.897, p < .001, were all significantly related to shame-proneness. Since
covariate values for hypothesis three were measured in the a-path relationship, which produced
identical results for each regression, covariate results were the same in each regression. The
covariate values were controlled to investigate the third hypothesis.
While the hypothesis was supported in some regressions, it was not supported in others.
The hypothesis was supported in regression one, as there was a significant negative relationship
(r = -.430, p < .001) between SCS total and TOSCA shame. There was also a significant negative
relationship (r = -.151, p < .001) between SCS self-kindness and shame-proneness in regression
two. In the third regression, however, there was a significantly positive relationship between SCS
self-judgment and shame-proneness (p < .001, r = .549). While the relationship was positive, the
hypothesis was still supported, since self-judgment is a theoretical contrast to self-compassion. In
Neff’s (2003) conceptualization, the positive aspects of self-compassion are meant to protect
against the negative components of self-judgment, isolation, and over-identification. While selfjudgment is included in the total score of SCS, self-judgment, as one of the negative subscales,
corresponds with low levels of self-compassion; when the negative subscales are high, selfcompassion is low. While the relationship between SCS self-judgment and shame-proneness was
directionally positive, results supported the hypothesis in the anticipated direction.
The hypothesis was unsupported in regression four, as there was no significant
relationship (r = -.009, p < .803) between SCS common humanity and TOSCA shame. While the
relationship between SCS isolation and TOSCA shame was significantly positive (p < .001, r =
.506), the hypothesis was still supported, since SCS isolation is antithetical to self-compassion.
High levels of SCS isolation correspond with low levels of self-compassion. SCS isolation and
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shame-proneness were correlated in the anticipated direction and supported the overall aim of
hypothesis three. Because there was no significant relationship between SCS mindfulness and
TOSCA shame (r = -.052, p < .167), the hypothesis was not supported in regression six. The
hypothesis was, however, supported in regression seven. While there was a positive correlation
(p < .001, r = .528) between SCS over-identification and TOSCA shame, the hypothesis was
supported since high levels of SCS over-identification correspond with low levels of selfcompassion. The positive connection between SCS over-identification and shame-proneness
supported the notion that self-compassion, as a positive attribute, is negatively related to shameproneness.
It was hypothesized that the relationship between shame-proneness and state shame
is strengthened at low levels of self-compassion (H4a). This hypothesis refers to the
moderating properties of self-compassion (w) on the relationship between shame-proneness (m)
and state shame (y). Specifically, it was hypothesized that the relationship between shameproneness and state shame would strengthen at lower levels of self-compassion. The hypothesis
purports that when self-compassion decreases, state shame for shame-prone individuals will
increase.
In the first regression, the total score of SCS did not have a significant effect (p < .064)
on the relationship between shame-proneness and state shame. The second regression exhibited
similar results, as SCS self-kindness did not have a significant effect (p < .607) on the
relationship between shame-proneness and state shame. In the first two regressions, w did not
moderate the relationship between m and y. However, the third regression exhibited different
results. SCS self-judgment had a significant moderating effect (p < .001) on the relationship
between shame-proneness and state shame. While the impact occurred in a positive direction, as
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the relationship between shame-proneness and state shame was strengthened at high levels of
self-judgment, the hypothesis was supported, since high levels of self-judgment correspond with
low levels of self-compassion. The strengthening factor of self-judgment on the relationship
between shame-proneness and state shame supports the hypothesis that low levels of selfcompassion will moderate the relationship between shame-proneness and state shame. The
effects of self-judgment were evident in the conditional effects of the focal predictor at values of
the moderator in the 16th percentile (b = .011), the 50th percentile (b = .018), and the 84th
percentile (b = .029). As self-judgment increased, the relationship between shame-proneness and
state shame got stronger; this was consistent with the intended directionality of hypothesis four.
For a visual representation of the interaction of SCS self-judgment on the b-path relationship, see
figure 1.1.

ESS

SCS-Judge
High
Medium
Low

TOSCA-Shame
Figure 1.1 The conditional effects of the focal predictor at values of SCS self-judgment in the
16th percentile, the 50th percentile, and the 84th percentile
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In the fourth regression, SCS common humanity did not have a significant effect (p <
.664) on the relationship between shame-proneness and state shame; it did not moderate the
relationship between m and y. Interestingly, while SCS isolation had a significant effect (p <
.002) on the relationship between TOSCA shame and state shame, it strengthened the
relationship between shame-proneness and state shame. This was seen in the conditional effects
of the focal predictor. Values of the moderator increased at the 16th percentile (b = .014), the 50th
percentile (b = .020), and the 84th percentile (b = .027). As SCS isolation increased, the
relationship between shame-proneness and state shame got stronger. Because SCS isolation
theoretically corresponds with low levels of self-compassion, regression five supported the
intended directionality of the hypothesis. For a visual representation of the interaction of SCS
isolation on the b-path relationship, see figure 1.2.

ESS

SCS-ISO
High
Medium
Low

TOSCA-Shame
Figure 1.2 The conditional effects of the focal predictor at values of SCS isolation in the 16th
percentile, the 50th percentile, and the 84th percentile
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In the sixth regression, SCS mindfulness did not have a significant effect (p < .837) on
the relationship between TOSCA shame and state shame; thus, the hypothesis was not supported.
However, in regression seven, SCS over-identification was a significant moderator (p < .001) in
the relationship between TOSCA shame and state shame. However, as was seen in the results,
SCS over-identification strengthened the relationship between shame-proneness and state shame.
This was observed in the conditional effects of the focal predictor at values of the moderator at
the 16th percentile (b = .011), the 50th percentile (b = .021), and the 84th percentile (b = .028).
Higher levels of over-identification strengthened the relationship between shame-proneness and
state shame, which is consistent with the intended direction of the hypothesis. Since overidentification coincides with low levels of self-compassion, the hypothesis was supported; low
levels of self-compassion strengthened the relationship between shame-proneness and state
shame. For a visual representation of the interaction of SCS over-identification on the b-path
relationship, see figure 1.3.

DISSERTATION

84

ESS

SCS-OID
High
Medium
Low

TOSCA-Shame
Figure 1.3 The conditional effects of the focal predictor at values of SCS over-identification in
the 16th percentile, the 50th percentile, and the 84th percentile
Some of the results provided support for the influence of self-compassion on the
relationship between shame-proneness and state shame. However, the hypothesis was
unsupported in regressions one, two, six, and seven, since the total score and positive SCS
subscales were collectively insignificant. However, the hypothesis was supported in the third,
fifth, and seventh regressions since each of the negative subscales maintained significant effects.
Lower levels of self-compassion strengthened the b-path relationship, as was apparent in the
significance of the negative subscales. The positive subscales (i.e., self-kindness, common
humanity, and mindfulness) had no effect while the negative subscales (i.e., self-judgment,
isolation, and over-identification) had a strengthening effect on the relationship between shameproneness and state shame. Thus, support for hypothesis 4a was mixed.
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It was hypothesized that the relationship between shame-proneness and state shame
is attenuated at high levels of self-compassion (H4b). The second part of hypothesis four
speaks to the direction of the moderating effects of self-compassion (w) on the relationship
between shame-proneness (m) and state shame (y). While hypothesis H4a discussed how lower
levels of self-compassion might moderate the relationship between shame-proneness and state
shame, hypothesis H4b looks at the potential influence of high levels of self-compassion on the
relationship between shame-proneness and state shame. Theoretically, when self-compassion
increases, the relationship between shame-proneness and state shame is attenuated.
In the first regression, there was no significant relationship (p < .064) in the interaction
term; SCS total did not moderate the relationship between shame-proneness and state shame. The
second regression did not support the hypothesis either, as SCS self-kindness did not have a
significant effect (p < .607) on the relationship between shame-proneness and state shame.
Interestingly, while SCS self-judgment had a significant effect (p < .001) on the relationship
between shame-proneness and state shame, the relationship between shame-proneness and state
shame was strengthened, rather than attenuated, at high levels of self-judgment. This was seen in
the conditional effects of the focal predictor at values of the moderator in the 16th percentile (b =
.011), the 50th percentile (b = .018), and the 84th percentile (b = .029). When self-judgment
increased, the relationship between shame-proneness and state shame was strengthened.
However, because low levels of self-judgment correspond with high levels of self-compassion in
the conceptualization of self-compassion, the hypothesis was still supported, since high levels of
self-compassion attenuated the relationship in the b-path. For a visual representation of the
attenuation of high levels of self-compassion in the third regression, refer to Figure 1.1.
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The hypothesis was not supported in regression four since SCS common humanity did
not have a significant effect (p < .664) on the relationship between shame-proneness and state
shame. In the fifth regression, SCS isolation had a significant effect (p < .002) on the relationship
between shame-proneness and state shame. Though the b-path relationship was strengthened at
high levels of SCS isolation, the hypothesis was still supported since SCS isolation corresponds
with low levels of self-compassion. This was seen in the conditional effects of the focal predictor
at values of the moderator in the 16th percentile (b = .014), the 50th percentile (b = .020), and the
84th percentile (b = .027). Higher levels of SCS isolation increased the strength of the
relationship between shame-proneness and state shame; yet, because SCS isolation represents
low levels of self-compassion, the results were consistent with the intended directionality of the
hypothesis. For a visual representation of the attenuation of high levels of self-compassion in the
third regression, refer to Figure 1.2.
The hypothesis was not supported in regression six since SCS mindfulness did not have a
significant effect (p < .837) on the relationship between shame-proneness and state shame. In
regression seven, however, the hypothesis was supported. SCS over-identification had a
significant effect (p < .001) on the relationship between shame-proneness and state shame. The
b-path relationship was strengthened at high levels of over-identification. Because overidentification corresponds with low levels of self-compassion, the hypothesis was supported
since high levels of self-compassion attenuated the relationship in the b-path. This was evident in
values of the moderator in the 16th percentile (b = .011), the 50th percentile (b = .021), and the
84th percentile (b = .028). For a visual representation of the attenuation of high levels of selfcompassion in the third regression, refer to Figure 1.3.
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Summary of Hypotheses
To summarize the current findings, hypothesis one was not supported in the study.
Childhood sexual abuse did not have a significant relationship to shame-proneness in any of the
regressions. However, hypothesis two was supported in each of the seven regressions. Shameproneness was significantly related to state shame. Hypothesis three was supported in the first
three regressions, as well as in the fifth and seventh regressions, but was unsupported in the
fourth and sixth regressions. Though regressions three (SCS self-judgment), five (SCS isolation),
and seven (SCS over-identification) exhibited a significant positive relationship with shameproneness, the direction of the relationship took place in the anticipated direction since the
negative SCS subscales represent low levels of self-compassion. The negative subscales were
positively related to shame-proneness, which provided support for the hypothesis that selfcompassion is negatively related to shame-proneness.
Hypotheses 4a and 4b were similarly supported in the results. While the negative SCS
subscales significantly strengthened the relationship between shame-proneness and state shame
in the b-path, the hypotheses were supported since high levels of the negative subscales represent
low levels of self-compassion. Low levels of self-compassion (as represented by SCS selfjudgment, SCS isolation, and SCS over-identification) strengthened the b-path relationship in
support of hypothesis 4a. Additionally, low levels of the negative SCS subscales represent high
levels of self-compassion. Since higher levels of self-compassion in regressions three (i.e., SCS
self-judgment), five, (i.e., SCS isolation), and seven (i.e., over-identification) attenuated the
relationship between shame-proneness and state shame in the b-path, hypothesis 4b was
supported. For a summary of regression results with each hypothesis, refer to table 5.1.
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Table 5.1
Summary of Regression Results with Study Hypotheses
SCS Total

Self
Kindness

Self
Judgment

Common
Humanity

Isolation

Mindfulness

Overidentification

Hypothesis 1

***

***

***

***

***

***

***

Hypothesis 2

**

**

**

**

**

**

**

Hypothesis 3

**

**

**

***

**

***

**

Hypothesis 4a

***

***

**

***

**

***

**

Hypothesis 4b

***

***

**

***

**

***

**

Note: **Signifies that the hypothesis was supported and *** signifies that the hypothesis was unsupported in the regression analysis.
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An Examination of Research Questions
RQ1: Is childhood sexual abuse significantly related to shame-proneness?
Regression results showed that there was no significant relationship between childhood sexual
abuse and shame-proneness, b = -.273, t(5, 713) = -.416, p < .677. Not only was it a nonsignificant relationship, but the correlation between the two variables was very weak (r = .015).
This was an unanticipated outcome, as other studies found a significant connection between
childhood sexual abuse and both trait and state shame (Malmo & Laidlaw, 2010; Dorahy &
Clearwater, 2012; Fowke et al., 2012; Shahar et al., 2014).
RQ2: Does shame-proneness lead to higher levels of state shame? According to the
results, shame-proneness had a direct positive relationship (p < .001, r = .540) to state shame in
each regression. The b-path relationship was significant, as shame-proneness was significantly
related to state shame. This supports the theoretical assertion of hypothesis two.
RQ3: What effect does self-compassion have on state shame for shame-prone
survivors of childhood sexual abuse? This is an interesting question, as there were different
results in each regression. The regressions that presented self-compassion as a significant
moderator on the relationship between shame-proneness and state shame were regression three,
regression five, and regression seven. In the third regression, SCS self-judgment was a
significant (p < .001) moderator. While SCS self-judgment strengthened the relationship between
shame-proneness and state shame at values of the moderator at the 16th percentile (b = .011), the
50th percentile (b = .018), and the 84th percentile (b = .029), it supported the claim that low levels
of self-compassion strengthen the relationship between shame-proneness and state shame. Rather
than decreasing state shame for shame-prone individuals, self-judgment reinforced the
connection of this relationship.
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In the fifth regression, SCS isolation was also a significant (p < .002) moderator in the
relationship between shame-proneness and state shame. Like SCS self-judgment, the
strengthening effect of SCS isolation provided support for the hypothesis that low levels of selfcompassion will strengthen the relationship between shame-proneness and state shame. When
SCS isolation increased, the b-path relationship got stronger. This was seen in the conditional
effects of the moderator at the 16th percentile (b = .014), the 50th percentile (b = .020), and the
84th percentile (b = .027). In the seventh regression, SCS over-identification was a significant
moderator (p < .001) in the relationship between shame-proneness and state shame. However,
like the third and fifth regressions, it strengthened state shame, rather than attenuated it. This was
apparent in values of the moderator at the 16th percentile (b = .011), the 50th percentile (b = .021),
and the 84th percentile (b = .028).
While aspects of SCS did significantly moderate the relationship between trait and state
shame, it is important to note that the negative subscales of SCS were the only aspects of SCS to
exhibit statistical significance. Although the negative subscales strengthened the b-path
relationship at high levels, hypothesis 4a and 4b were supported, since the negative subscales
represent low levels of self-compassion. The results showed that the negative subscales (SCS
self-judgment, SCS isolation, and SCS over-identification) acted as significant supporters of
state shame for shame-prone individuals. This flow logically, since the negative subscales are, in
fact, negative; they may inherently increase, rather than decrease, negative states and symptoms.
Hypothesis 4b was supported since higher levels of self-compassion in regressions three, five,
and seven did show attenuating properties on the b-path relationship.
RQ4: Is the use of the total score of SCS an accurate measure of self-compassion?
For the total score of SCS to be a valid measure of self-compassion in this study, two things
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should occur. First, the subscales must have a comparable influence on state shame for shameprone survivors of childhood sexual abuse. Second, the SCS subscales should mirror the
significance outcome for the total score of SCS. If some of the subscales are significant while the
total score is not, an incongruence could be present. According to the results, the total score of
SCS did not have a significant moderating effect on the regression model. The positive subscales
(i.e., self-kindness, common humanity, and mindfulness) were also void of significance in each
regression result; the positive subscales and the total score of SCS – which is supposed to
represent a balance between each of the subscales – had no effect. However, the negative
subscales (self-judgment, isolation, and over-identification) were statistically significant. While
one might assume that non-significance in the total score would be mirrored by non-significance
in the subscales, this was not the case. Because the subscales did not moderate equally and SCS
total had no effect, one can argue that the total score of SCS is not an accurate measure of selfcompassion.
RQ5: When analyzed separately, do the SCS subscales differ in their moderating
capabilities? In the regression results, the SCS subscales differed considerably. The positive
subscales, including self-kindness, common humanity, and mindfulness, had no significant effect
on the relationship between shame-proneness and state shame. While one might presume that the
positive subscales would hold positive influence over the relationship between shame-proneness
and state shame, this did not occur in the regression results. The positive subscales, including
self-kindness, p < .607, common humanity, p < .664, and mindfulness, p < .837, had no effect on
the b-path relationship. However, the negative subscales were all significant in their moderating
capabilities; self-judgment, p < .001, isolation, p < .002, and over-identification, p < .001, were
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significant moderators in the relationship between shame-proneness and state shame. Thus, there
was a significant difference in the moderating capabilities of the SCS subscales.
RQ6: Do the negative SCS subscales exacerbate the presence of state shame for
shame-prone survivors of childhood sexual abuse? The negative SCS subscales had a
significant moderating influence on state shame for shame-prone survivors of childhood sexual
abuse. Self-judgment, p < .001, isolation, p < .002, and over-identification, p < .001, were all
significant in their moderating capabilities. However, each negative subscale also exacerbated
the presence of state shame for shame-prone survivors of childhood sexual abuse. This was seen
in the conditional effects of each subscale. As self-judgment increased, the relationship between
shame-proneness and state shame was strengthened. This was apparent at values of SCS selfjudgment at the 16th percentile (b = .011), the 50th percentile (b = .018), and the 84th percentile (b
= .029). Isolation also exacerbated the relationship between shame-proneness and state shame at
the values of the moderator in the 16th percentile (b = .014), the 50th percentile (b = .020), and the
84th percentile (b = .027). Over-identification increased its effects on the relationship between
shame-proneness and state shame at values of the moderator in the 16th percentile (b = .011), the
50th percentile (b = .021), and the 84th percentile (b = .028). The negative subscales of SCS
exacerbated the presence of state shame for shame-prone survivors of childhood sexual abuse.
RQ7: What effect do the positive subscales of SCS have on state shame for shameprone survivors of childhood sexual abuse? In short, the positive subscales of SCS had no
significant effect on state shame for shame-prone survivors of childhood sexual abuse. Selfkindness, p < .607, common humanity, p < .664, and mindfulness, p < .837, were all insignificant
in the interaction term. The positive subscales did not moderate the relationship between shameproneness and state shame. Contrary to the assumption that the positive subscales will have a
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positive influence on negative psychological functioning, the results showed that the positive
aspects of self-compassion did not make a significant difference in the presence of state shame
for shame-prone individuals. This shows that the positive aspects of self-compassion did not
have a moderating influence on the relationship between shame-proneness and state shame.
Summary
This chapter discusses the overall results and findings of the study. Initial data screening
and participant demographic information were provided, as well as the descriptive statistics for
each study variable. Results were presented through the analyzation of each hypothesis, and the
research questions were discussed with a view of the overall results. Various tables presented the
output information for each regression analysis, and regression results were paired in a table with
each study hypothesis. Graphs were also provided to depict the moderating effects of the
significant variables. In all, the results do not support Hayes’ (2018) moderation mediation
model 14. However, significant results are present. These will be discussed with a consideration
of the research literature and future study considerations in the following chapter.
CHAPTER FIVE: CONCLUSIONS
Overview
This chapter will analyze the study results through the lens of the literature and provide
insights into the overall findings of the study. Results will be discussed in detail with an analysis
of significant patterns. Additionally, study limitations, implications, and future research will be
discussed. In all, this chapter provides further analysis of study results and presents concluding
thoughts on the study’s overall findings.

DISSERTATION

94
Discussion

Study Structure and Significance
The purpose of the study was to examine the moderating effects of self-compassion on
the relationship between shame-proneness and state shame for adult survivors of childhood
sexual abuse and to investigate the potentially different moderating effects of the SCS subscales
on the relationship between shame-proneness and state shame. To investigate these topics, an
online survey was conducted with 719 participants; data was gathered over the span of two days.
After the collection and screening of data, seven regression analyses were run through
PROCESS macro in SPSS by Hayes (2018). Since childhood sexual abuse was not significantly
related to shame-proneness in any of the regressions, b = -.273, t(5, 713) = -.416, p < .677,
moderated mediation though Hayes’ (2018) model 14 was not supported. However, statistical
significance was present in other areas of the regression model.
The second hypothesis – regarding the relationship between shame-proneness and state
shame – was supported in each regression. However, after the first two hypotheses, results varied
per regression. Self-compassion was negatively related to shame-proneness in the first and
second regressions. While the negative SCS subscales were positively related to shameproneness in the third, fifth, and seventh regressions, the correlations occurred in an anticipated
direction, since the negative subscales correspond with low levels of self-compassion. While
SCS total, SCS self-kindness, and each of the negative subscales were statistically significant,
SCS common humanity and SCS mindfulness were not related to shame-proneness. In matters of
moderation, the only aspects of SCS that had a significant influence on the relationship between
shame-proneness and state shame were the negative subscales. Although the negative subscales
strengthened the relationship between shame-proneness and state shame in the b-path
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relationship, moderation took place in an anticipated direction since the negative subscales
represent low levels of self-compassion. While the regression results did not lend support for
moderated mediation, significant variables produced interesting patterns. Such aspects will be
discussed below.
The Insignificant Relationship Between Childhood Sexual Abuse and Shame-Proneness
Childhood sexual abuse has a well-documented relationship with a variety of negative
psychological outcomes and issues, including depression (Münzer et al., 2016), anxiety (Játiva &
Cerezo, 2014; Steine et al., 2017), PTSD (Chen et al., 2010; Cougle et al., 2010; Chou, 2012),
eating disorders (Chen et al., 2010; Wilson, 2010; Steine et al., 2017), and difficulties in
emotional regulation (Brown et al., 2013). Childhood sexual abuse is also significantly related to
shame, as survivors of sexual abuse and victimization often experience shame (Weiss, 2010;
Alix et al., 2017). Shame also seems to exacerbate the presence of psychopathology for survivors
of childhood sexual abuse, including depression (Alix et al., 2017), eating disorders, selfdegradation (Holl et al., 2017), and PTSD (Alix et al., 2017). One might expect that the negative
variables of childhood sexual abuse and shame-proneness would be positively related to one
another. However, in the present study, that was not the case. In each of the seven regressions,
childhood sexual abuse was not significantly related to shame-proneness, b = -.273, t(5, 713) = .416, p < .677. The variables were highly unrelated, as can be seen in the r-value for the
relationship between childhood sexual abuse and shame-proneness, r = .015 (for a complete list
of correlational values, see table 3.1). In short, the relationship was weak and insignificant.
Contrary to the first hypothesis, childhood sexual abuse was not related to shame-proneness.
Something to note is that while childhood sexual abuse was not related to shameproneness, each of the covariates, including neuroticism, b = .366, t(5, 713) = 4.265, p < .001,
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attachment avoidance, b = -.767, t(5, 713) = -2.612, p = .009, attachment anxiety, b = 1.072, t(5,
713) = 5.601, p < .001, and self-forgiveness, b = -.284, t(5, 713) = -5.897, p < .001, were all
significantly related to shame-proneness in the a-path relationship. However, while the
covariates were significant, the relationship between childhood sexual abuse and shameproneness was not. Given the nature of the results, it is important to consider whether other
confounds or issues were present in the a-path relationship.
In the present study, participants were given a yes/no question on whether they had
experienced sexual abuse in childhood. Rather than providing detailed questions related to
experiences of abuse, it was decided that participants who answered “yes” to whether they had
experienced sexual abuse in childhood would be included in the sample for adult survivors of
childhood sexual abuse. While some studies have utilized a multiple question format for
measuring childhood sexual abuse (i.e., Ben-Amitay, Kimchi, Wolmer, & Toren, 2016; Bi et al.,
2018), other studies (i.e., Hawkins & Teng Sze Wei, 2017; Okur, Pereda, Van Der Knaap, &
Bogaerts, 2018) found it appropriate to use a simple yes/no method for measuring childhood
sexual abuse. In the present study, it was decided that that the risks of retraumatization were
greater than the benefit that might be gleaned from extensive questioning. No information was
gathered on participant age at the time of the abuse, the nature of the abuse, the number of times
abuse was experienced, or the relationship of the victim to the abuser.
While this decision was made with careful thought, various issues could have impacted
study results. For example, participants who experienced one incident of sexual victimization in
late adolescence were included in the same sample as those who experienced chronic sexual
abuse in childhood. Because individuals who experience severe and more chronic types of sexual
abuse often experience exacerbated symptoms and effects (Steine et al., 2017), factors
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surrounding abuse – such as the age at time of abuse, the victim’s relationship to the abuser, and
the type/duration of the abuse – may be complicating factors in the measurement of childhood
sexual abuse.
Another potential issue in assessing the relationship between childhood sexual abuse and
shame-proneness is whether a time-ordered relationship is present between the two variables.
While childhood sexual abuse is related to shame (Alix et al., 2017), there is a large disparity in
current research on how to measure shame. Shame-proneness, as described by Hasui et al.
(2009), is the propensity to experience shame. The question, then, is whether childhood sexual
abuse leads to shame-proneness or whether shame-proneness occurs first. At what point is
shame-proneness formed? While the present study made a case that childhood sexual abuse
occurs first, it might depend on the circumstances surrounding the abuse.
One can argue that individuals who experienced chronic sexual abuse from a known
perpetrator throughout childhood may experience higher levels of shame than individuals who
experienced only one instance of sexual victimization in late adolescence. While childhood
sexual abuse is often grouped into one overarching category, different degrees of trauma result in
varying levels of symptom severity (Trickett et al., 2011). Additionally, those who experienced
sexual abuse in early childhood may experience higher levels of shame. Though research has
connected childhood sexual abuse to shame (Alix et al., 2017), childhood sexual abuse has not
been extensively paired with shame-proneness or studied in relation to the formation of shameproneness in childhood sexual abuse survivors. The present study did not control for age in the
relationship between childhood sexual abuse and shame-proneness, so age at the time of the
abuse, as well as the nature of the time-ordered relationship between childhood sexual abuse and
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shame-proneness, may be influencing factors in the a-path relationship. More research must be
conducted on the nature of the relationship between the two variables.
The Significant Relationship between Shame-Proneness and State Shame
Though shame-proneness and state shame have a naturally occurring relationship
(Crocker et al., 2014; Flynn et al., 2017), they are not often explicitly discussed in the same
study. While shame-proneness is the propensity to experience shame (Hasui et al., 2009), state
shame relates to a person’s current experiences of shame (Turner, 2014). They are two different
aspects of the same modality. Because of that, shame-proneness and state shame share a lot of
commonalities. Both shame-proneness and state shame are related to a variety of negative
psychological outcomes and disorders, including depression (De Rubeis & Hollenstein, 2009;
Robinaugh & McNally, 2010; Galhardo et al., 2011)., PTSD (Robinaugh & McNally, 2010;
Saraiya & Lopez-Castro, 2016), and NSSI (VanDerhei et al., 2013; Hack & Martin, 2018). They
inflict similar effects on psychological functioning. As has been found in previous research,
shame-proneness is significantly related to state shame and individuals who are highly shameprone will experience more frequent experiences of state shame (Johnson & O’Brien, 2013).
Because of their strong similarities, one might assume that shame-proneness and state shame
would share a high correlation. Consequently, it was anticipated that study results would provide
support for the significant relationship between shame-proneness and state shame.
As per the results, shame-proneness and state shame were highly related. Shameproneness was significantly related to state shame in the first regression, b = .024, t(8, 710) =
9.125, p < .001, the second regression, b = .027, t(8, 710) = 10.371, p < .001, the third
regression, b = .019, t(8, 710) = 7.043, p < .001, the fourth regression, b = .027, t(8, 710) =
10.182, p < .001, the fifth regression, b = .020, t(8, 710) = 7.719, p < .001, the sixth regression, b
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= .027, t(8, 710) = 10.205, p < .001, and the seventh regression, b = .020, t(8, 710) = 7.428, p <
.001. The two variables shared an r value of .540 and were significantly related.
The relationship between shame-proneness and state shame was highly anticipated in the
present study. Though few other studies include both trait and state shame, Johnson and O’Brien
(2013) found that shame-prone individuals will experience state shame for longer than
individuals who are not shame-prone. Additionally, as the authors found, shame-proneness and
state shame are significantly related to one another (Johnson & O’Brien, 2013). Because few
studies have documented their connection, it is important to distinguish both the similarities and
the differences between the two variables and highlight the significant nature of their
relationship.
The Inconsistent Relationship between Self-Compassion and Shame-Proneness
Shame, as a self-conscious and self-devaluing emotion (Czub, 2013), can be linked to a
variety of negative outcomes, including depression (Robinaugh & McNally, 2010), emotional
distress, self-destructive and self-harming behaviors (Mahtani et al., 2017), as well as anxiety
(Cȃndea & Szentagotai-Tăta, 2018a). Shame is a detrimental aspect of psychological
functioning. While shame is a common emotion experienced by individuals around the world
(Sznycer et al., 2012), shame-prone individuals have the propensity to experience shame more
frequently (Hasui et al., 2009; Johnson & O’Brien, 2013). In contrast, self-compassion is an
adaptive and self-accepting aspect of psychological wellbeing that helps individuals maintain a
kinder and more mindful view of self (Neff, 2003). As one might expect, self-compassion is
negatively related to shame (Johnson & O'Brien, 2013). They maintain opposite psychological
effects; self-compassion encourages, empowers, and provides balance (Neff, 2003), while shame
tears down, discourages, and degrades. In the present study, it was anticipated that regression
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results would reflect the existing notion that self-compassion and shame are contrasting aspects
of psychological functioning (Close, 2013; Woods & Proeve, 2014). However, the results for the
present study were inconsistent; some regression analyses exhibited the anticipated correlation
between self-compassion and shame-proneness while others did not.
In the first regression, the total score of SCS was negatively related to shame-proneness, r
= -.430, p < .001. This is consistent with other studies that exhibited a negative correlation
between the total score of SCS and shame-proneness (Johnson & O’Brien, 2013; Woods &
Proeve, 2014), as well as those that supported a negative correlation between the total score and
a variety of negative outcomes, including shame, psychopathology, and negative psychological
functioning (Woods & Proeve, 2014; López et al., 2015; Valdez & Lilly, 2015). The results of
the first regression were consistent with the findings of other studies. Likewise, the second
regression also exhibited a significantly negative relationship between SCS self-kindness and
shame-proneness, r = -.151, p < .001. This corresponds with a conceptual framework of the
intended constructs. Self-kindness, or the ability to maintain positive self-talk and a gracious
stance towards oneself in the midst of faults or failures (Neff, 2003), is naturally opposed to
shame-proneness. Where self-kindness uplifts and encourages, shame-proneness degrades and
devalues. The second regression exhibited significant results in the anticipated direction.
In the third regression, SCS self-judgment exhibited a significant and positive
relationship with shame-proneness, p < .001, = r = .549, and was directionally aligned with
shame-proneness. Self-judgment, which is negatively evaluative and self-condemning (Neff,
2003), conceptually aligns with shame-proneness, which induces negative self-evaluation and a
focus on personal faults and failures (Gilbert & Irons, 2009). In shame-proneness, core aspects of
the self are viewed as insufficient, insignificant, and unworthy (Cirhinlioğlu & Güvenç, 2011;
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Stuewig et al., 2014; Cȃndea & Szentagotai-Tăta, 2018a). Self-judgment can be included, among
other negative and self-focused emotions, including shame (Galhardo et al., 2011). Philips,
Moen, DiLella, and Volk (2019) also found that self-judgment held a positively significant
relationship to shame-proneness. The present study provided results consistent with these
findings. While self-judgment was positively aligned with shame-proneness, the correlation
occurred in an anticipated direction, since the negative subscales represent low levels of selfcompassion. Through a positive relationship with shame-proneness, SCS self-judgment
supported the contrasting nature of self-compassion and shame-proneness.
In the fourth regression, SCS common humanity was not significantly related to shameproneness, r = -.009, p < .803. The two variables shared an insignificant and extremely weak
relationship. This is consistent with other researchers who found common humanity as an
insignificant factor (Hoffart et al., 2015; Valdez & Lilly, 2015). Although Neff (2003) talks
about the positive influence of common humanity in allowing individuals to view their failures in
light of the overall human condition, common humanity was not a significant factor in the
present study. In the next regression, SCS isolation had a significant and positive, r = .506, p <
.001, relationship to shame-proneness. This is consistent with the findings of Philips et al.
(2019), who found that SCS isolation is significantly related to shame-proneness. Additionally,
other studies found significant correlations between SCS isolation and a variety of negative
emotions and outcomes, including depression, anxiety, worry, and stress (Van Dam et al., 2011;
Soysa & Wilcomb, 2013). Isolation seems to exacerbate the presence of negative psychological
factors and emotions (Van Dam et al., 2011), including shame (Philips et al., 2019). In the
present study, SCS isolation outweighed SCS common humanity and maintained a significant
and positive relationship with shame-proneness.
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In the sixth regression, SCS mindfulness did not have a significant relationship with
shame-proneness, p = -.052, p < .167. This is contrary to Philips et al. (2019), who found that
SCS mindfulness held a significant and negative relationship to shame-proneness. According to
Neff (2003), mindfulness is the ability to balance one’s thoughts and emotions in a healthy way;
it is an adaptive method of dealing with negative emotions and experiences. However, this notion
was not supported in the present study.
In the last regression, over-identification was significantly related to shame-proneness (p
< .001). Like the other negative SCS subscales, it maintained a positive relationship to shameproneness, r = .528. This is consistent with another study that found that SCS over-identification
was significantly related to the negative outcomes of stress and anxiety (Soysa & Wilcomb,
2013). It also fits with the findings of Philips et al. (2019), who found that SCS overidentification was significantly related to shame-proneness. As Neff (2003) describes, overidentification involves the process of being consumed with negative feelings and selfevaluations. In this regard, over-identification is comparable to shame-proneness, which causes
individuals to experience shame and negative self-evaluation (Hasui et al., 2009; Czub, 2013).
Consistent with these findings, the present study found a significant and positive relationship
between SCS over-identification and shame-proneness.
While it might seem paradoxical for components of the Self-Compassion Scale to hold
positive correlations with shame, it is important to remember how the SCS subscales differ.
Three of the subscales are positive (i.e., self-kindness, common humanity, and mindfulness),
while three of the subscales are negative (i.e., self-judgment, isolation, and over-identification).
The positive subscales represent self-compassion while the negative subscales represent an
absence of self-compassion; hypothetically, the positive is supposed to protect against the
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negative (Neff, 2003). While most people think of self-compassion as a positive psychological
factor, it is important to remember that each of the SCS subscales is unequivocally measured in
the same total score.
While Neff (2015) defends the validity and reliability of the total score of SCS, the total
score may be disconnected from the reality of the polarized subscales. While the positive
subscales are supposed to protect against the negative subscales (Neff, 2003), regression results
did not consistently support this claim; the negative subscales held more weight. While SCS selfkindness and SCS self-judgment were both significant in their relationship to shame-proneness,
the other dyads were inconsistently matched in their significance levels. SCS isolation was
significant, while SCS common humanity was not. Similarly, SCS over-identification was
significant, while SCS mindfulness was not. While the positive aspects of self-compassion are
supposed to protect against the negative (Neff, 2003), this was not consistently supported in the
regression results.
Self-Compassion as a Moderator in the Relationship Between Shame-Proneness and State
Shame
Total score. Studies have found that self-compassion is negatively related to shame and
can decrease shame in a variety of individuals (Close, 2013; Woods & Proeve, 2014). Johnson
and O’Brien (2013) also found that self-compassion can reduce both shame-proneness and state
shame. The contrasting nature of self-compassion and shame conceptually fits since selfcompassion promotes positive encouragement, while shame focuses on negative self-devaluation
(Neff, 2003; Czub, 2013). However, while studies have provided support for the positive
influence of self-compassion on shame, the present study did not support these claims. The first
analysis, which examined the effects of the total score of SCS on the b-path relationship, found
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that SCS total did not have a significant moderating impact (p < .064) on the relationship
between shame-proneness and state shame. The total score had no effect.
Thought must be provided as to why the first regression maintained insignificant results.
Three considerations come to mind. The first potential explanation for the non-significant
influence of SCS total in the relationship between shame-proneness and state shame is that other
confounds were present in the b-path relationship. Although covariates were chosen to avoid the
unintended influence of outside variables, one must remember that confounds are always
possible in non-experimental studies; this is an important consideration in the interpretation of
study results (Warner, 2013). A second potential reason is that HFS – forgiveness of self, as one
of the covariates, shared too many similarities with self-compassion. If that were the case, selfcompassion through SCS total may not have had the chance to produce a significant effect.
Perhaps the variance of SCS total was stifled by the similarity and significance of HFS. This is a
possibility, as the p-value for HFS in each b-path regression was < .01. The two variables – SCS
total and HFS – also shared a statistically significant and strong correlation, r = .684. Perhaps
controlling for HFS also reduced the significance of SCS total. This possibility must be taken
into consideration.
However, a third explanation as to why SCS total was not a significant moderator in the
relationship between shame-proneness and state shame relates to the measure itself. As
mentioned previously, two conditions must be met for SCS total to be an accurate measure of
self-compassion in the present study. First, the SCS subscales must have a comparable influence
on the variables in question; they must hold an equivalent influence on state shame for shameprone survivors of childhood sexual abuse. The second condition is that the SCS subscales must
reflect the significance outcome for the total score of SCS. As was found in the present study,
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neither of those conditions were met. While other studies (i.e., Neff & McGehee, 2010;
Cheraghian et al., 2016) provide support for the positive influence of self-compassion, many
studies on self-compassion only utilize the total score of SCS and neglect to notice the differing
influence of the individual subscales. As was found in the present study, the total score had an
insignificant effect on the relationship between shame-proneness and state shame (p < .064),
while the individual subscales, as will be discussed below, differed in their significant effects. As
López et al. (2015) argue, the total score of SCS may be inaccurate. While there are other
potential reasons for the insignificance of SCS total, the total score of SCS may be an inaccurate
measure of self-compassion. As has been argued in this study, subscale separation is necessary.
Positive versus negative subscales. Self-compassion has been recognized as a beneficial
and adaptive aspect of mental health and psychological wellbeing (Neff, 2003; Neff & McGehee,
2010; Cheraghian et al., 2016). Studies have provided support for the positive effects of selfcompassion on psychological wellness and mental health (Neff & McGehee, 2010; Cheraghian
et al., 2016), positive body image (Wasylkiw et al., 2012), healthier and more positive emotional
states (Mantelou & Karakasidou, 2017), as well as the decrease of negative psychological issues
and symptoms (Pinto-Gouveia et al., 2013; Muris & Petrocchi, 2016). However, many of the
studies that support the positive influence of self-compassion utilize the total score of SCS rather
than looking into subscale differences. While SCS contains aspects that are intended to protect
against negative psychological outcomes (Neff, 2003), the negative subscales (i.e., selfjudgment, isolation, and over-identification) may hold a weightier influence than their positive
counterparts.
In the present study, SCS self-kindness (p < .607), SCS common humanity (p < .664),
and SCS mindfulness (p < .837) were all insignificant in the relationship between shame-
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proneness and state shame. The positive subscales were not significant moderators in the b-path
relationship. However, the negative subscales exhibited a different effect. In the present study,
SCS self-judgment had a significant and strengthening effect (p < .001) on the relationship
between shame-proneness and state shame. This was apparent in values of the moderator at the
16th percentile (b = .011), the 50th percentile (b = .018), and the 84th percentile (b = .029).
Likewise, SCS isolation was a significant moderator (p < .002) in the relationship between
shame-proneness and state shame and increased the strength of the b-path relationship in values
of the moderator at the 16th percentile (b = .014), the 50th percentile (b = .020), and the 84th
percentile (b = .027). Finally, SCS over-identification was a significant moderator (p < .001) in
the relationship between shame-proneness shame and state shame. Consistent with the other
negative subscales, it strengthened the relationship between shame-proneness and state shame at
the 16th percentile (b = .011), the 50th percentile (b = .021), and the 84th percentile (b = .028).
When the results of the present study are compared with other research on the separation
of SCS subscales, interesting patterns begin to emerge. First, the negative subscales tend to be
more significant than the positive subscales. This was present in the current study, as well as in
the study by Hoffart et al. (2015). Second, the negative subscales increase psychopathology and
other negative effects; studies have supported the relationship between the negative SCS
subscales and a variety of negative outcomes (Galhardo et al., 2011; Van Dam et al., 2011; Soysa
& Wilcomb, 2013; Beaumont et al., 2015; Muris & Petrocchi, 2016). In the present study, selfjudgment, isolation, and over-identification all increased state shame for shame-prone
individuals. Finally, the subscales hold an inequivalent influence (Hoffart et al., 2015). Contrary
to Neff’s (2003) proposition, the SCS subscales are not evenly balanced and do not carry
compatible levels of influence (Hoffart et al., 2015; López et al., 2015).
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In the present study, none of the positive subscales were significant moderators, while
each of the negative subscales was significant moderators in the b-path relationship. While the
positive subscales are supposed to protect against the negative subscales in the overall
conceptualization of self-compassion (Neff, 2003), this was not supported in the moderating
effects of SCS. The positive aspects of self-compassion had no effect on the relationship between
shame-proneness and state shame while the negative SCS subscales incrementally increased the
strength of the relationship.
Implications
For Research
As was argued in the study, the total score of SCS is not an accurate measure of selfcompassion. In Neff’s (2003) conceptualization, self-kindness protects against self-judgment,
common humanity protects against isolation, and mindfulness protects against overidentification. However, each subscale is different in its own way. While Neff (2015) endorses
the validity of the total score, other studies have disputed this claim (Van Dam et al., 2011;
Hoffart et al., 2015; López et al., 2015). The present study is a contribution to research that
contends for the separation of SCS subscales and advocates for the necessity of further research
on a more accurate measurement of self-compassion. While other studies have supported this
endeavor (i.e., Baer et al., 2012; Hoffart et al., 2015; López et al., 2015; Valdez & Lilly, 2015),
further research must be conducted.
For Counseling Practice and Psychology
Because self-compassion can decrease symptoms of psychopathology, it should be
considered in the conceptualization and treatment of psychological issues and mental health
disorders (MacBeth & Gumley, 2012). However, as has been described in the current study, it
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may be important to focus on the negative characteristics of self-compassion (i.e., self-judgment,
isolation, and over-identification), rather than just attempting to increase the positive aspects.
While the positive aspects of self-compassion are important, one must consider how ignoring
negative psychological habits might affect individual functioning. For example, helping clients
increase a sense of common humanity may be an excellent venture. However, attempting to do
so while clients are full of negative self-talk (i.e., self-judgment), feel alone in their problems and
failures (i.e., isolation), and become easily consumed by negative thoughts or emotions (i.e.,
over-identification) may not be as effective as starting with a recognition of the negative
symptoms. It may be important to reduce the negative aspects of self-compassion before the
positive attributes can be accepted.
Another important topic to consider in counseling practice and psychology is the
incredible weight that shame inflicts on psychological functioning. Shame is related to a variety
of negative psychological outcomes and mental health disorders (Gilbert & Irons, 2009;
Robinaugh & McNally, 2010; Mahtani et al., 2017; Cȃndea & Szentagotai-Tăta, 2018a). As
Mahtani et al. (2017) found, shame-prone individuals exhibit increased levels of psychological
distress. Shame is a prevalent issue in counseling practice. However, it is important to consider
how shame might be addressed. While addressing current experiences of shame (i.e., state
shame) is important, it might be beneficial to start with an awareness of shame-proneness. As
was found in the present study and the study by Johnson and O’Brien (2013), shame-proneness is
significantly related to state shame. If counselors wish to help clients in the pursuit of shame
reduction, it will be important to note the strength of the relationship between shame-proneness
and state shame. Interventions aimed at shame-proneness may help to reduce shame states.
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Limitations

A potential limitation in the present study is the means by which childhood sexual abuse
was measured. To avoid the risk of participant retraumatization, it was decided that the study
would only utilize a yes/no measure of childhood sexual abuse; participants were not asked to
provide further information on the type of abuse, the age at time of abuse, the relationship of the
victim to the abuser, or the duration of abuse in childhood. Because other studies utilized a
similar yes/no method for measuring childhood sexual abuse (Hawkins & Teng Sze Wei, 2017;
Okur et al., 2018), it was deemed as an appropriate method for the current study. However, this
decision may have affected study results due to the lack of information that was gleaned.
Because the study did not gather further information from participants, no distinction was made
between participants who experienced one incident of sexual victimization in late adolescence
and participants who experienced repeated abuse throughout different developmental stages.
Because more severe types of sexual abuse often result in more severe symptoms (Steine et al.,
2017), it is important to understand how a disparity in the type/duration of abuse or the age at the
time of abuse could have affected the measurement of childhood sexual abuse in the a-path
relationship.
Another potential issue in the study’s measurement of childhood sexual abuse is that
participants were not given a descriptive definition of childhood sexual abuse or examples with
which to compare. Answers were self-reported, and participants who counted themselves among
those who experienced at least one incident of childhood sexual abuse marked “yes” on that
question and were included in the sample. No further explanation was provided. Since there are
varying definitions for what sexual abuse entails (Murray et al., 2014), the lack of clarification
may have resulted in participant confusion. Since operational definitions were not provided and
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further information was not gleaned from study participants, the relationship between childhood
sexual abuse and shame-proneness may have been affected.
Another potential limitation in the study is that, by nature, self-reported data can be
vulnerable to error and inaccuracy. In the present study, data were collected through an online
survey. While online surveys have been empirically validated for research (Ponto, 2015), it is
still important to consider how self-reported data may have influenced the validity of study
results. While data screening was conducted to ensure the accuracy of data and catch questions
were asked throughout the survey to ensure participant cooperation and attention, there is a risk
that participants did not provide honest or accurate answers. Self-reported data is a potential
limitation in the accuracy of study results.
Additionally, because the study is a non-experimental design, it does not have as much
internal validity as a pure experiment (Heppner et al., 2016). However, the study was meant to be
representative of the population, which provides more support for external validity (Warner,
2013). Through an online survey, the study was able to gather information from a large and
diverse population, including participants who varied in age, gender, socioeconomic status, level
of education, and ethnic background. Because of this, results are more generalizable, since
participants represent a potentially more authentic sample of the population (Ponto, 2015;
Heppner et al., 2016). However, the study was not an experimental design that holds limitations
for the internal validity of study results (Warner, 2013).
Another limitation in the present study is that correlation does not necessarily imply
causation; correlation does not substantiate the claim that one variable is the sole cause of
another (Tuckman & Monetti, 2010). While the present study produced support for several
significant relationships, it is important to note that causation cannot be determined through a
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non-experimental design; unaddressed confounds are always possible in non-experimental
studies (Warner, 2013). While it is beneficial to discuss the significance of study results, caution
must be made in how results are interpreted. In the regression model, a case was made for a timeordered sequence between variables. However, absolute determinations cannot be made on the
cause or effect of study variables.
As was previously mentioned, it is important to note how the similarities between SCS
and HFS may have influenced study results. Conceptually speaking, the two variables share a lot
of positive traits, including encouraging individuals to view themselves in a kinder and more
positive view (Neff, 2003) and allowing them to forgive themselves for faults or wrongs
(Thompson et al., 2005). HFS as a covariate was strongly significant (p < .01) in the b-path
relationship between shame-proneness and state shame, and HFS and SCS shared a strong and
positive correlation (r = .684). Therefore, it is important to consider how HFS may have
influenced the results in an unanticipated way. Due to the similarities between the two, HFS may
have controlled for some of the variance that SCS would have exhibited in study results. While
SCS total may not be an accurate measure of self-compassion as was outlined in the study, it is
important to recognize how the covariate of HFS may have influenced regression results.
Recommendations for Further Research
Self-Compassion and SCS
As was previously mentioned, the total score of SCS is an inaccurate means of measuring
self-compassion. As was found in previous studies, the intended didactic nature of the subscales
is inconsistent; SCS subscales do not balance each other out, and they are not evenly significant
(Hoffart et al., 2015; López et al., 2015). The negative subscales are consistently related to
negative psychological outcomes (Van Dam et al., 2011; Beaumont et al., 2015; Muris &
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Petrocchi, 2016) and the positive subscales are not as statistically significant (Hoffart et al.,
2015). Contrary to Neff’s (2003) conceptualization of the balancing dichotomy of the subscales,
the present study found that the negative subscales were all significant in the relationship
between shame-proneness and state shame while the positive subscales had no effect.
While some (i.e., López et al., 2015) argue for a two-subscale measure of SCS so that the
positive subscales can be measured against the negative subscales, it seems important to allow
each subscale to stand on its own merits, as the subscales have exhibited differing effects
(Valdez & Lilly, 2015; Baer et al., 2012). While parts of the present study seemed to provide
support for a two-subscale measure of self-compassion – since the negative subscales were all
significant moderators in the relationship between shame-proneness and state shame while the
positive subscales were not – it is important to note the discrepancy in the relationship between
self-compassion and shame-proneness. Results for the correlation of those variables were mixed;
SCS common humanity and SCS mindfulness were not statistically significant while the other
variables – including SCS total, SCS self-kindness, and the negative SCS subscales – were
significantly related to shame-proneness. In the relationship between SCS and shame-proneness,
each subscale acted independently. Thus, it is important to conduct further research on the SCS
subscales and to consider how self-compassion can be more effectively measured the future.
The Confusing Landscape of Shame Research
Another subject for future research is the issue of shame. While shame might seem like a
simple topic, research has been mixed on what shame is, how it should be measured, and how it
manifests itself. How should shame be categorized, and are there different types of shame?
Studies have conceptualized shame as external versus internal (Pinto-Gouveia & Matos, 2011),
trait versus state (Tangney et al., 2000; Andrews et al., 2002), and in what Pinto-Gouveia and
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Matos (2011) describe as shame memories. Researchers have disagreed on whether shame is
solely emotional, as conceptualized by Elison (2005), or whether it is both a mental and
emotional experience (Harman & Lee, 2009). Even ESS – which was utilized to measure state
shame in the study – includes character shame, behavioral shame, and body shame (Andrews et
al., 2002). As ESS purports, shame can manifest in a person’s experiences, cognitions, or
behaviors (Harman & Lee, 2009). However, studies conceptualize the experience of shame in
different ways. Additionally, while the present study sides with many researchers on the
maladaptive and damaging aspects of shame (Gilbert & Irons, 2009; Mahtani et al., 2017), other
studies have questioned whether shame might include adaptive benefits (Martens, Tracy, &
Shariff, 2012). Clearly, a consensus is lacking on the conceptualization and measurement of
shame.
Another issue is how shame-proneness and state shame have been researched. As
discussed in the present study, trait and state shame are significantly related. Yet, they have not
received adequate attention in the same context. Many studies utilize either shame-proneness or
state shame and neglect to include both variables. While studies have discussed the negative
effects of shame-proneness (Fergus et al., 2010; VanDerhei et al., 2013; Mahtani et al., 2017),
shame-proneness is only the propensity to experience shame (Hasui et al., 2009); it does not
relate to current experience of shame as is measured in ESS (Turner, 2014). Because the two
variables carry a unique contribution to the conceptualization of shame, further research should
focus on the inclusion of both variables in the same context.
Additionally, future research should investigate how state shame can be most effectively
measured. While ESS has been validated as a good measure of state shame (Johnson et al., 2014)
and has been used with a variety of populations (Galhardo et al., 2011; Ten Klooster et al., 2014;
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Arditte, et al., 2016; Vizin et al., 2016), state shame can be difficult to measure, since it is unique
to different individuals. The catalyst that triggers state shame differs for everyone (Turner,
2014). Further research should be conducted on how to measure state shame and how it can be
conceptualized alongside measures for shame-proneness.
Shame for Survivors of Childhood Sexual Abuse
Future research must provide a greater focus on how shame might relate to childhood
sexual abuse. While the present study found an insignificant relationship between childhood
sexual abuse and shame-proneness, other studies provide support for the negative influence of
shame on mental health issues and psychopathology for childhood sexual abuse survivors
(Ginzburg et al., 2009; Alix et al., 2017). Ginzburg et al. (2009) and Alix et al. (2017) also argue
for the importance of shame in the treatment of childhood sexual abuse. However, further
research is necessary, as there is an incongruence in the nature of the relationship between
childhood sexual abuse and shame, both in the present study, as well as in the literature. Shame
is related to a variety of negative outcomes for the general population (Robinaugh & McNally,
2010; Mahtani et al., 2017; Cȃndea & Szentagotai-Tăta, 2018a), as well as for survivors of
childhood sexual abuse (Alix et al., 2017). However, one must ask what the connection is
between childhood sexual abuse and shame. Are the two related? Are shame-proneness and state
shame good measures for the shame experiences of sexual abuse survivors or is there another
type of measure that should be used? Do other factors potentially mediate the connection
between childhood sexual abuse and shame? Are other confounds or issues present? Since there
is no clear answer to these questions, further research is needed.
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Conclusion

In this chapter, a discussion was provided on how study results related to the moderated
mediation model, as well as to the current body of research. While some of the regressions
supported the significant connection between variables, other regressions were void of
significant relationships. Results were compared with the findings of other studies and variables
were discussed in relation to each other. Additionally, study limitations, implications, and
suggestions for future research were outlined. While this study is a unique venture, it provides
support for the separation of SCS subscales and further research on shame, childhood sexual
abuse, and a more accurate measure of self-compassion.
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